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ABSTRACT
CONSUMER PARTICIPATION IN HUMAN SERVICES PLANNING:
A HISTORICAL OVERVIEW AND FORCE FIELD ANALYSIS AS APPLIED
TO HEALTH CARE SYSTEMS PLANNING
SEPTEMBER 1988
JAIME ALVAREZ-VANEGAS, B.B.A., UNIVERSITY OF MASSACHUSETTS
M.Ed., UNIVERSITY OF MASSACHUSETTS
Ed.D., UNIVERSITY OF MASSACHUSETTS
Directed by: Donald T. Carew

This study examines the dynamics of citizen/client/consumer /
community participation in the decision-making process of planning
health and mental health services in the United States between the
years 1966 and 1986.
The inquiry surveys relevant background literature during the
period to develop a succinct description of the history of community
participation in health planning, documenting historical landmarks
of participatory processes.
It briefly looks at parallel developments in Public Education
and Housing Services to illustrate similar phenomena in the land¬
scape of human services in the United States.
The investigation uses analysis of content to categorize the
materials and the theories of Ladder of Participation and Force
Field Analysis to advance further understanding of the field.

x

The principal outcomes of this research were:

a) synthesis of

the significant forces impacting participation by citizen/
community/consumer participation; b)

review of the external forces

which affect participatory health planning; c)diagrammatic
representation and explanation of the levels of participational
processes during two decades since the inception of participatory
health planning; d) calculation of strength and ratios of the forces
identified for each goal of participatory health planning; and e)
hypotheses and recommendations for the development of a Model for
Consumer Participation based on the dynamics analysis of the
identified forces in the field.
The data is presented highlighting the goals and effects of the
legislation during this epoch; the importance of health planning in
relationship to the cost and appropriateness of health care delivery
systems; and the impact of the consumer as co-designer on the
providers in their role as designers, controllers and deliverers of
health care services. It maps out the changes of consumer and
provider roles within a twenty year period.
The model suggests that a key to improving quantity, quality,
coordination, continuity, comprehensiveness, accessibility and
utilization while curbing costs is a process of cooperation between
the providers and the citizen/ community/ consumer in the designing
and controlling of the health care delivery system.
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CHAPTER

1

PROBLEM OVERVIEW
1*1 Introduction to the Study

As a young person growing up in Colombia the researcher had
numerous opportunities to be a client using health care services.
Later, as a young adult, the investigator became involved in
community groups interested in bringing medical services to the
poor. This activity developed into a deep rooted interest regarding
the ways in which these services were planned and delivered to those
persons in need.
Again in the middle 1960s the researcher, while living in the
United States, became an advocate in "grass roots" groups whose
primary interest was in promoting the development of human services
for the under-served populations in Massachusetts.
This quest for knowledge and the need to actively promote par¬
ticipation of citizens in health care services influenced the
researcher to volunteer his time and effort, becoming a member of
various agency advisory boards that not only planned but organized
and provided health care services.
It was a natural progression, at this point, for the researcher
who could also be considered a consumer to follow up this level of
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2

interest with a more robust concentrated activity as a professional
in the health and mental health area; and, then for him to proceed
into this academic inquiry focusing on the involvement of the con¬
sumer in Participatory Health Planning.
The investigator discovered from the research that many human
groups, as a result of centuries of experience, have concluded that
participation of those affected is both moral and efficient. Based
on this premise mutable models of system designs have been explored
with varying degrees of success in attaining equality, effective¬
ness, efficiency and efficacy. Within this philosophy people were
assumed to have the right and the wisdom to provide input into the
content and participatory process of government at all levels.
Adeniyi-Jones (1976), Director of Health Services W.H.O.
Regional Office Africa, explained the above theme in the following
manner:
From time immemorial communities have organized them¬
selves, with varying degrees of sophistication, to insure
the well-being of individuals as well as of the community
as a whole. The extent to which they have succeeded in
their endeavors depends upon the extent to which the
services provided were within the reach of the majority of
the population in a form that they could accept and use.
(p.8).
Modern research, in the area of human services, seems to indi¬
cate that many countries around the world are currently being
confronted with similar experiences such as lack of or low partici¬
pation by the citizens on the decision making level regarding the
content (services) or process (government) of health care delivery
systems. These countries are evidencing a spiral growth of costs,
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differential ability to access health care services for the varied
segments of the population, and geographic discrepancies in
facilities and personnel (World Health Organization, Executive Board
Minutes, 1973, Annex 2).
In the United States, according to the figures provided by
Robert Crawford, the cost of the health bill for the consumer has
increased dramatically over a period of twenty years as follows: In
1966 the health budget was 4.1% of the Gross National Product
(G.N.P).; and in 1970 it had reached 7.1% of the G.N.P. (Crawford,
1980).
Michael Baskin in his address to the Commonwealth Club of March
22, 1988 reminded his audience that in 1986 the health expenditures
were over 10% of the Gross National Product (G.N.P.) and that by
1990 the Federal Medicare Program is projected to have deficits.
Marshall W. Raffel (1987) explained another view of the national
health bill:
The growth in federal health expenditures as a share of
all health expenditures is telling in this regard: in 1950
the federal government’s share was 12.8 percent; in 1984 it
was 28.9 per cent. The share borne by the local governments
over the same period dropped from 14.4 per cent to 12.5
per cent, and the private sector dropped from 72.8 to 58.6
percent (p. 224).
Raffel (1987) reported that the Government was worried about
health cost because:
...the federal and state governments pay 40 per cent
of those costs, which were, until recently, consuming a
growing share of the nations's GNP because of such
factors as inflation; new technological opportunities
(e.g., hip and other joint replacements, dialysis,
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organ transplants); and a payment mechanism for hospital
and doctor care which encouraged utilization (Ibid, 1987).
In a concerted effort to promote the idea of participatory
planning, as a way of obtaining efficiency and equity, The Congress
of the United States approved several laws in the late 1960's and
1970's. The most relevant were the following:
1.

The Comprehensive Health Planning Act - Public Law 89-749 of
1966,

2.

The National Health Planning Act - Public Law 93-641 of 1974,

3.

The Community Mental Health Centers Amendment - Public Law
96-63 of 1975.

4.

The Health Planning and Resources Amendment - Public Law 9679 of 1979.
All of the above laws have built-in requirements and guidelines

for increasing consumer participation in those agencies conducting
health planning.
The consumer was assumed to be able to provide significant
input.

At the planning level Participatory Planning was expected to

contribute to the containment of costs, and the improvement of the
quality and the equity of services. At the delivery level Partici¬
patory Planning was presumed to impact on the design of health care
services to improve accountability, responsiveness and to influence
types, amounts and the cost of delivery services.
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1*2

statement of the Problem
During the years fro. 1966 through 1970, after The United states

Congress enacted numerous la*., the Executive Branch of the govern¬
ment produced regulations that required the contractors or grantees
of federal monies to implement anyehere from the generic concept of
consumer participation to the set mathematical formulae developed in
an effort to promote participation.
Preliminary analysis of the reports, evaluations, and studies
conducted by this researcher for the U.S.A., to date, disclosed the
following: a variety of players in the process of planning and
delivery of human services; diverse content and processes in each of
the myriad of services; varied outcomes at different times and
places; diversity of methodologies used to evaluate programs,
products, and costs; and differing analyses of the consumer
contribution.
The implementation of health planning laws was regarded by the
health care providers as an intrusion into their field and an
unnecessary control of the market. They produced vigorous lobbying
against regulations mandating consumer participation in the planning
and delivery of health care.
In the early 1980's The Executive Branch of the government
counteracted the trends established by the congressional leadership
of the previous decades and insisted upon establishing a market
place where the only recourse of the consumer was to use or not to
use available health care services.
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However, choices in this market are not always possible because
the consumer may not be properly informed of his/her options and
frequently, because of the consumer's immediate need for urgent
health care services, cancels out the apparent advantages of a
theoretical market situation.
Again, an announced major objective for this approach labeled
"deregulation" was the curbing of the spiraling cost through
competition.
President Ronald Reagan during his two terms in office was
determined to cooperate with the lobbying groups and generated
forces seeking to terminate the federal funding that provided the
expenses of the infrastructure that supported the planned participa¬
tory process.
His government policies in this area resulted in the eventual
closing of most of the participatory health planning organizations
across the country; two hundred and five designated Area Health
Planning Agencies (H.S.A.s) ceased their previously mandated
activities due to lack of financial resources.
The 1980's witnessed a growing discrepancy that has become
increasingly evident between the advances of medical knowledge and
the inability of large groups of citizens and entire geographical
communities to obtain access to health care services.
The demographic structure of the United States population is
changing; improved general conditions of life and advanced medical
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technology have extended the span of life; thus making it possible
for those who can pay to have access to health care services thereby
increasing the number of years one can expect to live.
Society’s expectation that the citizen/worker will be discharged
from his/her employment at a given age before he/she dies has
enabled large groups of citizens to retire from economic activity.
These people are now confronted with health care needs at a time
when those services are rapidly increasing in cost while the finan¬
cial resources of this growing population are dwindling.
Longer life for more citizens means larger numbers of people
with lower incomes putting pressure on the government to pay for
health care services at a time when the size of the active taxable
population is decreasing.
The economics of the world and therefore of the U.S.A. are
changing. The development of industries in emerging countries
coupled with changes in the national and international economic
mechanisms and the development of technologies are together moving
the United States towards an information based economy .
The change from an industrial to an information based society
requires the closing and/or transformation of major sectors of the
economy thereby displacing large numbers of workers who then experi¬
ence decline in their economic ability to pay for health services
for themselves and their families.
The effect of these multiple phenomena is impacting on the
availability, accessibility, coordination, continuity,
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comprehensiveness and utilization of health care resources. This
situation is altering the nation's state of health.
The above described major macro-forces fuel conditions operating
in the field of health planning, unfreezing the previous state, and
moving the mechanisms that impact upon the concept and practices of
citizen empowerment for participation in the funding and rational¬
ization of health care services.
These conditions of the delivery system can be used by the
democratic proponents to move the health care field towards a new
state of increased levels of effective and efficient participation
as citizens, clients, communities and individuals, groups or corpor¬
ate consumers who contribute towards the improvement of the quality,
quantity, coverage and accessibility of health care services while
simultaneously curbing its cost.
The following are observations which in the opinion of this
researcher succinctly describe the health care field for the time
period of this study:
1.

Consumers participation in the U.S.A. has been characterized by
actions initiated intermittently through political processes
that evidence dissatisfaction and/or need for topical problem
solution.

2.

The myriad attempts in the multifaceted areas of human services
have been deficient in establishing a methodology for structur¬
ing and integrating participatory forces at national, regional,
state, and local levels.
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3.

Although the literature is prolific for and against consumer
participation in health planning, there are limited in-depth
studies on what has or has not worked for the participatory
processes in the human services field and how the attained
knowledge could be applied.

4.

The escalating cost, differential accessibility and geographical
discrepancies continue to affect large segments of the popula¬
tion. These problems of equity, efficiency and effectiveness can
be improved by applying and using people as natural resources to
the participatory process.

5.

The United States is at a momentous period of history during
which the study of these forces are indicative of the necessity
for increasing the understanding of the dynamics of the partici¬
patory process that affect consumer participation.
The involvement of the consumers in the designing of their

health care services is an issue that could promote their appropri¬
ateness and would significantly contribute to the determination of
the quantity, quality, availability, access and utilization of those
services.
The situation, therefore, indicates the need for a review of the
accomplishments of the mandated consumer participation that had
steadily increased for a decade; and, has since for the last eight
years decreased.
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1*3

Purpose of the Study
The following objectives constituted the aims of this study:

1*

To conduct

analysis and synthesis of the significant

variables affecting participation by the consumers in the
planning of health care delivery systems as mandated in the
Health Planning Legislation and Administrative Regulations
between 1966 and 1986.
2.

To investigate the level of participation of the consumers in
health care planning using the theory of the Ladder of Partici¬
pation.

3.

To develop a list and/or matrix and/or diagrams of the most
significant variables, goals, and means in the planning of the
participatory processes.

4.

To investigate driving and restraining forces for the variables
identified in the study.

5.

To formulate hypotheses for strategies to reduce the restraining
forces while maintaining and strengthening the drive towards
consumer participation in health care delivery systems planning.
This study will include a brief historical overview of human

services from 1966 to 1986, a documentation of community participa¬
tion in the planning of health care delivery systems and services;
and, a review of the components of consumer participation in health
care delivery planning; and, recommendations for the development of
a model of inclusion for consumer participation. Participation.
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!-4

Sources of the Data
The investigator used manual library searches at the following

sources of information:
*

The University of Massachusetts' library collection in the
health field.
University of Massachusetts' Repository of Government
Documents.
Also, documents were solicited and obtained from consumer

organizations around the country and data on the positions of
citizens, clients, communities and individual/group/corporate con¬
sumers is analyzed from statements and studies, as well as evidence
introduced to various Congressional Hearings.
In addition, computer searches were conducted in the Health
Planning and Administration data base which is an "on line biblio¬
graphic electronic data base" containing citations to the literature
concerned with the non-clinical aspects of the health care delivery
system.
"The Health Planning and Administration data base contains
about two hundred seventy five thousand citations."

The citations

make reference to articles from four hundred Special List Health
Journals and citations to non-journal literature, originated in
numerous collection centers (Dialog Directory, 1983, p. 118).
In this universe of information the researcher found that
approximately two percent provided related information to this
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investigation in the form of abstracts. The majority of the
abstracts considered for this study were derived from the following
collection centers:
*

Department of Health Education and Welfare, Project Share.

*

National Health Planning Information Center.

*

National Institute of Mental Health Clearing House

*

The National Technical Information Service: Weekly Government
Abstracts.
The subject areas emphasized include the administration and

planning of health facilities; services and manpower; health
insurance; aspects of financial management; regulations; personnel
administration; quality assurance; licensure; and accreditation
which apply to health care delivery.
As a supplementary activity to this study and to obtain a better
grasp of the field, the investigator spent hundreds of purposeful
hours observing the process and content of participatory health care
systems planning while serving as member of several boards, task
forces and committees in the Western Massachusetts Health Systems
Agency (H.S.A. I), the Massachusetts State Health Coordinating
Council (S.H.C.C.A.), and the Conference on Barriers to Planning and
Service Delivery of a Presidential Commission on Mental Health.
Another supplementary activity included ten open interviews with
knowledgeable resources of the participatory processes at the level
of the design, operation, and evaluation of health and mental health
services.
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^•5

Scope and Delineation
The dynamics of participatory processes is the area of this

inquiry and the focus is on participation by citizens, clients,
communities and individual/ group/corporate consumers in the
decision-making process of planning health care systems services in
the U.S.A. between 1966 and 1986.
This study surveys relevant background literature to develop a
succinct description of the history of consumer participation, docu¬
menting historical landmarks of this phenomenon and its citizen
involvement in the United States particularly as it relates to
health care systems planning.
This inquiry briefly looks at parallel developments in Public
Education and Housing Services to identify similar phenomena in the
landscape of human services in the United States.
The investigation uses analysis of content to categorize the
materials and the Theories of Ladder of Participation and Force
Field Analysis to advance further understanding of the field.
1.6

Significance of the Study
This analysis has potential for application in the designing of

policies geared to effect change and to the empowerment of citizens
as consumers, offering them the opportunity to contribute through
their participation in the planning, implementation; and, evaluation
phases of services that ultimately affect their health, thus
enabling them to improve the appropriateness of the services offered
and received; and to reduce the cost of health care.
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According to Kurt Lewin (1948) understanding of the levels and
dynamics at significant forces in a particular field can contribute
to the design of strategies for reducing restraining forces at
various levels and for developing strategies for maintaining and
strengthening driving forces to effect change.
From the knowledge derived from analysis the study suggests
recommendations to improve the effectiveness of Community Participa¬
tion in Health Systems Planning.
1^

Limitations of the Investigation
This researcher does not seek to prove an hypothesis, but rather

to construct an educational system that will offer researchers of
the field a map, to identify a methodology for analysis of signifi¬
cant variables; and, to study how they influence the level, effec¬
tiveness and efficiency of participatory planning in health care
systems.
It should be noted that the literature on participatory health
planning is not necessarily representative of reality.

Some of the

intervening factors which may distort the representation of the
field as described by written reports are the following: time lag
between actions; research and reports; screening process by the
editors and/or publishers of written reports; changes in the
quantity and quality of reporting as times and financial resources
change; reporting on consumer actions by professionals who write
about the phenomena rather than by the consumers themselves.
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The techniques used for analysis »ere designed to consider only
a segment of behavior within a specific context and to yield
information on a "point along a line". They have a "linear"
capacity. However, by investigating a period of twenty years of
participatory planning in health care delivery systems the study
yielded a larger picture. This situation created by the research can
constitute better soil from which conclusions and recommendations
can be produced.
In order to enlarge the picture this researcher took a brief
look at the participatory process in other areas of human services.
Participatory processes in Education and Housing Services which are
older relatives in the family of human services, were reviewed in a
historical perspective that incorporates the period under study.
The investigator's inclination towards participatory process
includes a bias for representation of the multiple segments of the
population into the planning process. It is expected that this
investigator's bias will be balanced by the methodical process
applied to the analysis and the treatment designed from the sources
of the data.
The terms citizen, client, community, individual, group, corpor¬
ate are used interchangeably when they refer to participatory health
planning.
This inquiry constitutes an investigation and conceptualizing of
participation that takes into account a level of complexity which
has not been documented by other researchers in the field.
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1•8

Organization of the Dissertation

1.8.1 Chapter One
This Chapter provided an overview of the study.

The

"Introduction to the Study" created the first image of participatory
processes in an historical context and gave a "snap shot" descrip¬
tion of significant Participatory Health Planning Legislation in the
United States between 1966 and 1986.
The "Statement of the Problem" enlarged the vision of the field
of Participatory Health Planning in the United States since its
inception, and spoke to contemporary problems encountered in the
field.
The "Purpose of the Study" clearly established five objectives
to be achieved upon the completion of the study.
The "Sources of the Data" provided information about the origin,
size and means of obtaining the data; and, briefly described
supplementary investigative activities.
The "Scope and Delineation" established the focus of the study,
set the period of time covered, the terms under which references to
parallel developments in other human services were made and
announced the analytical techniques to be used.
The "Significance of the Study" described the relevance of the
topic to contemporary problems of participatory processes in the
!

Planning of Health Care Systems, its relationship to the democratic
and efficiency ideals of the United States and the projected contri¬
butions of the study to the field.
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The "Limitations of the Study" announced the constraints of the
study, briefly specified the items that the study is not designed to
accomplish, and identified the limits of the methodology and the
bias of the researcher.
1.8.2 Chapter Two
The "Historical Overview" provides a framework by reviewing in
brief the following:
The "American Foundations of Participatory Processes" outlines
the historical events that gave rise to the ideology towards parti¬
cipation of the individual in the governance of the institutions
that rule his or her life. Under this rubric the researcher
delineates the most salient landmarks that promoted participatory
processes in the social, economic and political landscape of the
United States.
The section of the study subtitled "Planning of Health and
Mental Health Services" reviews relevant legislation and regulations
which established ground rules for consumer participation in the
planning of their health care systems, and describes representative
examples of the "Implementation Problems of Models of Participation"
during the period under study.
The researcher presents a succinct historical overview of
parallel participatory processes in other human services particular¬
ly in Education and Housing.
1.8.3 Chapter Three
The third chapter of the dissertation details the qualitative
methods to be employed in the analysis of the data . The chapter

18

reviews the design of the study, succinctly describe the theories
selected for application to the data, and discusses the techniques
to be used in the analysis of the data.
1.8.4 Chapter Four
This chapter provides a list of the variables that have been
discovered in the analysis of the data; establishes standard
definitions for each of those variables; constructs a diagrammatic
representation of the external and internal variables which impact
upon participatory health planning; display graphic and written
description of the data as observed and interpreted against the
backdrop of the Ladder of Participation Theory; and, finally,
present the results of the analysis and interpretation of the data
according to the procedure established for the application of the
Theory of Force Field Analysis.
1.8.5 Chapter Five
The final chapter presents a summary and the investigator's
conclusions based on the findings of this study. Implications for
further research and applicability are discussed.

CHAPTER

2

HISTORICAL OVERVIEW

2•1

Introduction
This Chapter includes an outline of the historical events that

gave rise to the ideology towards participation of the individual in
the governance of the institutions that rule their lives. Under this
rubric the most salient landmarks that promoted participatory
processes in the social, economic and political landscape of the
United States are outlined.
A historical overview of parallel participatory processes in
other human services under the subtitles "Participation in Planning
of Educational Services" and "Participation in Housing and Community
Development" follows.
The third and main section of the chapter reviews relevant
legislation and regulations that established ground rules for the
participation of the consumer in the planning of their health care
services and describes representative examples of the "Implementa¬
tion Problems of Models of Participation" during the period under
study.
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2-2

^“erican Foundations of Participatory
The Revolution in the part of the planet that later cane to be

kno»n to the world as the United States of America was born out of
an economic crisis whose solution was summarized in the expression:
"No taxation without representation."
The philosophy of equality and individual or citizen participa¬
tion was succinctly, eloquently and symbolically expressed with the
beginning statement of the Constitution:

"We the People."

Robert D. Bartee (1988) Chancellor of the University of Nebraska
Medical Center, summarizing the theme of the "Federalist Papers"
written by Alexander Hamilton, frames the philosophy of the founding
fathers of the U.S.A., by making the following statement:
"Man's capacity for reason and justice make democratic
government possible, just as his capacity for passion and injustice
makes it necessary" (p. 7).
Citizen groups have traditionally been agents of social change;
but their effectiveness has been varied over the years and the per¬
ception of their impact has been diverse.
Since the early history of The United States one area of sig¬
nificant involvement of citizens has been in the provision of educa¬
tional services for their children.
In the aftermath of the Economic Depression of the 1930's a
period of reconstruction of the country was initiated by the demo¬
cratic administration of President Franklin D. Roosevelt. Under the
administrative policy that came to be known as the "New Deal" a
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number of human services were devised to make available services for
the millions of poor and displaced population.
It appears that during this particular period a healthy and
forceful movement towards citizen involvement and control was
generated. Housing seems to be one area in which participation was
better documented.
During the 1960's the "Civil Rights Movement" was frequently in
the forefront of the newspaper headlines. The historical epic that
followed this period included the beginning of the anti-poverty
programs in human services, that became known as the war against
poverty.
In the search for an open society the Executive, Legislative and
Judicial branches of the government acted in consonance most of the
time to promote opportunities for the "disenfranchised".
In this climate the participation and/or involvement of those
affected grew throughout the newly designed or redesigned social
and/or human services programs at different paces and on various
levels.
Sherry R. Arnstein (1969) a citizen advisor to U. S. Department
of Housing and Urban Development - Model Cities Administration and a
seasoned consultant for federal agencies dealing with strategies for
citizen participation in the 1960's stated in her article in the
Journal of the American Institute of Planners, the following:
Participation of the governed in their government is,in
theory, the cornerstone of democracy - a revered idea that
is vigorously applauded by virtually everyone.
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But when the have-nots define participation as redis¬
tribution of power, the American consensus on the funda¬
mental principle explodes into many shades of outright
radical, ethnic, ideological, and political opposition.
Many authors and speech writers have explored in
detail who the have-not are in our time and why they have
become offended and embittered by their powerlessness.
However, scant attention has been paid to what citizen
participation is and what its relationship is to the
social imperatives of our times (p. 216).
Her answer to the critical "what questions" is that citizen
participation is a "categorical term for citizen power" and that:
The redistribution of power enables the have-not
citizens - now excluded from the political and economic
processes - to be deliberately included in the future.
It is the means by which they determine how goals and
policies are set, tax resources allocated, programs
operated and contracts parceled out. It is the means by
which significant reform is induced.
Without redistribution of power, however, participa¬
tion is an empty and frustrating process for the power¬
less. It allows power holders to claim that all sides were
considered when only a few will benefit (p. 216).
Don Davies (1976) in his book, entitled Schools Where Parents
Make a Difference, states that:
Most citizen action groups are born in crisis. People
rally together around a cause, an issue perceived as
threatening that could be possibly damaging. Citizen
groups often begin with a small nucleus of dissatisfied
people responding to a single issue. They see a problem
and envision a single solution (p. 134).
The development of service delivery systems in the earlier forms
of human services in the United States appears to have created
building blocks that led to the initial steps of Participatory
Planning for Health Care Delivery Systems.
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In order to create an image with historical continuity for the
reader this overview of consumer involvement in the early human
services field influenced the context by following with a brief
review of significant developments in the areas of education and
housing services.
2,3

Participation in Planning of Educational Serving
In the United States of the 1800‘s in the areas of health and

schooling there were a number of volunteer citizen organizations
that emerged such as the Children's Aid Society in New York, The
Women's Educational and Industrial Union of Boston, The Women's
School Alliance of Wisconsin, the Starr Center Association and the
Home and School League of Philadelphia. They were,to name only a
few, examples of consumers involved in impacting upon the provision
of human services during this period (Gunderson, 1971).
Eugenia Berger (1981) in her book Parents as Partners in Educa¬
tion: The Schools & Home Working Together, stipulated that:
The P.T.A. was originated in the previous century from the
National Congress of Mothers that was generated as a
result of a political demonstration that took place on
February 17, 1887, when approximately 2,000 parents con¬
vened in Washington, D.C. to become involved in political
affairs and work toward the passing of the child labor
laws, pure food and drugs act, and housing legislation"
(p. 49).
According to the Parents Teachers Association "P.T.A. Handbook",
1985, in 1908 federated citizen groups became a national organiza¬
tion known as The National Congress of Mothers - Parent Teachers
Association (pp. 120-127).
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Eugenia Berger (1981) further reported that the decades of the
1920s and '30s witnessed an accelerated growth of an active
partisan enrollment in the P.T.A. of parents whose impassioned
interests were in the areas of good health, family issues, and the
methods used to rear children. The organization grew from 60,000 in
1915 to nearly 1,500,000 in 1930 (p. 55).
In the late 1940s and 1950s parents energies were guided and
instructed by the Mental Health Movement that advanced the concept
of "the need to understand one's self and one's children as a
necessary ingredient for parent-child interaction."

The "baby boom"

explosion created a demand. The number of children attending school
was progressively greater. Schools were amplifying their scope with
the growing obligations. "Send your child to school, we will do the
teaching. Your responsibility as parents is to be supportive of the
teachers and schools" was the view that prevailed as the basic phil¬
osophy between schools and parents. The P.T.A. grew to more than 9
million members and thousands of study groups sprung up among its
local chapters numbering 30,000 (pp. 61-62).
Miriam Vaserman's (1970) chapter, "Power and Status in the
Schools" in her book entitled The School Fix, reports that the
public school's administrative point of view of parent participation
was not the most appropriate and that the parent who is "the most
concerned and influential in his child's education is the

least
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adult" in the school’s status system" which is, by its very nature,
hierarchical (p. 57).
"Learning" was the theme of the White House Conference on
Children in 1970, however, in the report to the President it was
noted that parent activism was more noticeable concerning their
commitment for change in public school planning and policy. The need
for reorganization of "the school, the classroom, instruction and
the curriculum" resulted in a realignment of the issues significant
to the welfare of the child recommended by the Department of Educa¬
tion (p. 80).
Mario Fantini

(1975) in his book What’s Best for the Children?

Resolving the Power Struggle between Parent and Teachers, proposed
to include the parents/ consumers into the decision-making process
and suggested that the public school system consider becoming a
child's advocate and protector of the public interest.
Martin Buskin (1975) in his book, entitled Parent Power: A

Candid Handbook for Dealing with Your Child's School, conceded that
P.T.A.s have been criticized for:
...running programs that are generally boring and receive
little parent support, of refusing to take a stand on
controversial issues, and of being dominated by the school
board or principal" (74); and, that .... the Parent
Teachers Association (PTA) was regarded "as confining
itself to safe issues and not becoming politically
involved (p. 77).
At the same time PTAs have been praised for their broad range of
efforts, relating to:
the vote on tax levies or construction bond issues;
obtaining safety improvements such as traffic lights and
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side walks; running after-school cultural and recreational
programs; and generally serving as a valuable conduit
between school and home (p. 77).
Steinberg (1979) reported that the P.T.A.'s aura had changed to
a "supportive role rather than a critical one" (p. 43). Buskin
(1975) suggested as a better point of intervention for the consumeractivist the "school advisory committees" frequently chosen by the
parents of children attending a particular school, who "advise the
principal on educational programs, budgets, selection of personnel,
and extra curricular activities_'could probably do more to
bring about change in an individual school than any kind of parent
group'" (p. 78) and clearly voiced that "you can still matter and
what you want can still become a reality" (p. 168).
Don Davies (1981) , former Deputy Commissioner of Education, in
his book, entitled Communities and Their Schools, expressed that:
The National Congress of Parents and Teachers remains the
largest organization composed primarily of citizens
concerned with schools and its related issues... Vith
some exception, these groups encourage parent involvement
but not participation (p. 100).
Meyer Weinberg (1983) reported that:
...organized parents are learning to wield power in order
to exert greater parental influence in school affairs,
especially in the areas of compensatory education, bi¬
lingual education, desegregation and Indian education
(p. 246)
Weinberg (1983) citing another researcher, Jean Kole Jenkins'
1972-1974 study on the Citizens Advisory Councils in the Los Angeles
schools found that "37 school principals saw the councils as
potential competition for authority in the schools"; and, further
quotes Jenkins as reporting that:
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Administrative professionalism, expertise and experience
are considered the over-riding criteria for access to
decision-making regardless of the qualifications or the
socio-economic status of persons in the school's
community. Three of the 37 principals agreed to alio*
increased community participation in the decision-making
if the parent were intelligent and knowledgeable (p.

253)<

Ironically enough:
...intelligence with professional credentials was con¬
sidered insufficient preparation for access to decision¬
making although in other areas of our society such as
voting, according to Weinberg, "one without the other is
acceptable" (p. 253).
Weinberg stated that the Citizens's Management Review Committee
(C.M.R.C.) during the 1976 reconfiguration of the administration of
the Los Angeles Schools, announced that their finding showed:
...parents generally want significantly greater involve¬
ment in personnel, budget and program decisions than they
currently have or than teacher and principals want them to
have (p. 253).
Again, Weinberg (1983) postulated that "principals and teachers
were the most cited individual decision-making group, while concur¬
rently acknowledging the ‘weakness of parents in decision making
roles'"

(p. 254).

"Clearly, principals and teachers, resisted the increased
citizen voice most in the areas of "business" that is, budget and
personal and, less so, in programs" (p. 254).
Johnson and Slotnick (1985) cite their reason for stating that
parents want to be more meaningfully involved in the school and
describe how a parent population unified in thought and purpose in
the areas of organization, curriculum and instruction end up taking
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their children iron the public school and organizing an alternative
school

(p. 430).

The Parent Teachers Association Handbook (1985) reported that
after "twenty-year decline in membership" the P.T.A. organization
was experiencing a resurgence of enrollees and was demonstrating an
awareness of the pressing social and political issues of the time
that were directly impacting upon the country’s leadership potential
(p. 127).
Comer (1986) proposes as a solution for greater participation
"institutional adjustment changes in the ways of schooling - that
will once again give parents, teachers and administrators the power
to help students grow intellectually, psychologically and socially".
He recommended 'direct parent participation in the school is one of
such needed adjustment'" (p. 443).
Positive inference can be gleaned from the above brief succesion
of selected snap shot glimpses that show that parents/ citizen/
community/ consumer were involved and participated in the early
design and provision of educational services.
The literature corroborates and substantiates the fact that both
providers and consumers have been significant forces in the shaping
of this specialized field of human services.
2.4

Participation in Housing and Community Development
Another historically relevant area of citizen/ community/

consumer involvement and/or participation at various levels in the
United States has been in housing services.
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During the twenty years that this study encompasses there were
continuous attempts to minimize the impact of the citizen participa¬
tion mandated by the laws covering human services such as Housing
and Urban Development programs and Community Action Agencies, among
other services.
At the same time there were continual attempts to "prove" that
"grass-roots people" were involved in the policy making of these
programs while concurrently those in control of the services
attempted to minimize the power of the population served by the
programs.
Sherry R. Arnstein (1969) summarized the dynamics in the field
in her landmark article in the Journal of the American Institute of
Planners, in the following manner:
Most often, the program has not been discussed with the
people or important information is left out. Only after
the ribbon-cutting ceremony do the members of the Council
realize that they didn't ask the important questions, and
that the bureaucratic web has only become stronger
(p. 217).
She stated that common examples of... dishonest and arrogant
administration approaches to citizen participation in public
housing...may be seen in:
...programs where the tenant groups used to promote
control-your-child or clean up campaigns. The tenants are
brought together to help them adjust their values and
attitudes to those of the larger society. Under these
ground rules, they are effectively prevented from con¬
fronting and/or dealing with such important matters as
arbitrary actions, segregation of the housing project, or
why it took three month to get a broken window replaced in
winter (p. 217).
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Arnstein (1969) also reported that in some programs administra¬
tive strategies use consultation in which the professionals continue
to have the right to decide, for example:
Participation remains just a window-dressing ritual with
people primarily perceived as statistical abstractions.
Attitude surveys have become a particular bone of
contention in ghetto neighborhoods. Residents are
increasingly unhappy about the number of times per week
they are surveyed about their problems and hopes. As one
woman put it: "Nothing ever happens with those damned
questionnaires, except the surveyor gets $3 an hour, and
my washing doesn't get done that day" (p. 217).
And she further stipulated that:
An example of placation strategy is to place a few hand
picked "worthy" poor on boards of community action agen¬
cies or on public bodies like the Board of Education,
Police Commission, or Housing Authority. If they are not
accountable to the constituency in the community and if
the traditional power elite hold the majority of the
seats, the have-nots can be easily outvoted and outfoxed.
Other committees allow citizens to advise or plan, but
retain for power holders the right to judge the legitimacy
or feasibility of the advice. The degree to which citizens
are actually placated, of course, depends largely on the
quality of technical help they have in articulating their
priorities and on the extent to which the community has
been organized to press for these priorities (p. 217).
In most cases where power has come to be shared it as been taken by
citizens, not given by the city.
process.

There is nothing new about that

Since those who have power normally want to hang on to it,

historically, it had to be wrested by the powerless rather than
proffered by the powerful.
And, lastly, it was affirmed by Arnstein (1969) that the:
Demand for community-controlled schools, black control,
and neighborhood control are increasing. People are simply
demanding that degree of power (or control) which
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guarantees that participants or residents can govern a
program or an institution, be in full charge of policy and
managerial aspects and be able to negotiate the conditions
under which 'outsiders’ may change them (p. 218).
A neighborhood corporation with no intermediaries between
it and the source of funds is the model most frequently
advocated. A small number of such experimental corpora¬
tions are already producing goods and/or social services.
Several others are reportedly in the developmental stage,
and new models for control undoubtedly emerge as the havenots press for more power over their lives (p.218).

From this authoritative and representative account of some of the
factor and events in the dynamics of citizen/ community/ consumer
participation it can be inferred that there is a continuous power
struggle between those who control the services in their role as
providers and those who received services as consumers.
This happens in spite of the assumption that the taxpayer has
the right to affect the quantity and quality of services rendered
with taxpayer money and it is further assumed that every one pays or
should pay taxes at one point or another.
In principle, the average citizen is seen as a potential indi¬
vidual with rights and with the ability to affect public services
through their elected representatives and/or by participating in
their management according to the provision of the laws and the
regulations.
However, in actuality it has not been probable to translate
those assumptions into practices that are satisfactory to those
directly affected by the existing services.
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2,5

Ifre Planning of Health and Mental Health Serv-irpc;
2-5.1

Scope and Background of the Review

This section of the study reviews the literature between the
years 1966 and 1986 regarding consumers participation or representa¬
tion in groups that perform, design, plan and make policy decisions,
to operate or evaluate health care delivery service systems.
There is a need to realize the critical difference between going
through the ritual of participation and actually having the power to
affect the outcome of the planning and decision-making process, and
beyond that, the substantial impact of the individual and/or
consumer/provider groups on the general health care system.
The outlook of this study is one that considers participation as
a process of empowerment as well as a process of establishing a
degree of force over those who at the time are in control for the
benefit of all.
In the field of health, the definition of public health given by
Winslow (1920) strongly underlines the importance of organized
community effort; "Public health is the science and art of preven¬
ting disease, prolonging life and promoting health and efficiency
through organized community effort-" (p. 183).
After examining the methods used by different countries to
provide health care for their communities the World Health Organiza¬
tion's

(W.H.O.) Executive Board at its fifty-first session in 1973

concluded that:
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In both developed and developing countries the
standard of health services the public expected was not
being provided. The services did not cover the whole
population; there were marked differences in health
status between people in different countries as well
as between different groups in the same country; the
cost of health services was rising without much
improvement in their quality; and the public feels that
most of the time medical and health work was directed
towards satisfying the wishes of the medical profession
rather than those of the member of the community.
(Annex II)
In the United States the participation of the governed in the
governing process can be considered the backbone of the democratic
representative system under which the country has grown. People are
assumed to have the right and the wisdom to give authorized input
into the process of making policies for their tax supported social
action programs (H.E.W., 1979).
2.5.2 Comprehensive Health Planning Act
Up until 1966 the government stayed out of the domain which had
a tradition of being a private affair between the provider and con¬
sumer .
The planning and implementation of health services programs had
been dominated by the providers of health services; more specifical¬
ly, health care professionals, administrators of health facilities,
and a small number of technical advisors.
The comprehensive Health Planning Act of 1966 gave the consumer
a role in health planning. It states in its "Findings and Declara¬
tion of Purpose" that;
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The Congress declares that fulfillment of our national
purpose depends on promoting and assuring the highest
level of health attainable for every person, in an
environment which contributes positively to healthful
individual and family living; that attainment of this
goal depends on an effective partnership, involving
close inter-governmental collaboration, official and
voluntary efforts, and participation of individuals
and organizations (p. 1180).
This (1676) law (P.L. 89-749) required an advisory body for
each State and Areawide Health Planning Agency established under the
law and specified that, "... a majority of the membership of such
councils shall consist of representatives of consumers of health
services"

(p. 1181).

From that point on, researchers, governmental planners, adminis¬
trators, and evaluators in assessing the components, content,
process and efficacy of consumer participation, have identified a
number of obstacles, e.g., definition and conceptualizing of the
community-consumer role contrasted with the providers and planners;
delineating the most significant variables that influence their
input; use of the knowledge from the past and present models and
experiences of other human services; and, the assessment of that
service.
2.5.3 Health Planning and Resource Development Act
Eight years after the first planning law the Congress made the
following findings as a preamble to the new Health Planning and
Resource Development Act of 1974 (P.L. 93-641):
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1)

The achievement of equal access to quality health care at
a reasonable cost is a priority of the Federal Government.

2)

The massive infusion of Federal funds into the existing
health care system has contributed to inflationary
increases in the cost of health care and failed to produce
an adequate supply or distribution of health resources,
and consequently has not made possible equal access for
every one to such resources.

3)

The many increasing responses to these problems by the
public sector (Federal, State and local) and the private
sector have not resulted in a comprehensive, rational
approach to the present - A) Lack of uniformly effective
methods of delivering health care; B) Mal-distribution of
health care facilities and manpower; and, C) increasing
cost of health care.

4)

Increases in the cost of health care, particularly of
hospital stays, have been uncontrollable and inflationary,
and there area presently inadequate incentives for the use
of appropriate alternative levels of health care, and for
the substitution of ambulatory and intermediate care for
inpatient hospital care.

5)

Since the health care provider is one of the most impor¬
tant participants in any health care delivery system,
health policy must address the legitimate needs and
concerns of the provider if it is to achieve meaningful
results; and, thus, it is imperative that the provider be
encouraged to play an active role in developing policy at
all levels.

6)

Large segments of the public are lacking in basic
knowledge regarding proper personal health care and
methods for effective use of the available health
services (p. 2-3).
This National Health Planning and Resource Development Act of

1974 is a model attempt to mold a balance of diverse interest within
a complex structure of governance. It attempts to blend federal
guidance with input at the state level and control at the local
level. It provides for a majority of consumers (51 to 60%) to serve
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on two major planning bodies - the more than two hundred Health
Systems Agencies (H.S.A.s) and the State Health Coordinating
Councils (S.H.C.C.s).
These Areawide Health Systems Agencies, The State Health Coor¬
dinating Councils together with the State Health Planning and
Development Agencies (S.H.P.D.A.s), held the controlling authority
over the allocation and development of health resources, including
manpower, facilities and services. {See Figure 1|
The "consumer", as in P. L. 93-641, refers to an individual who
has not been a provider of health services for the preceding twelve
months. These are persons who are eligible to serve on the Governing
Bodies of Health Systems Agencies and on Statewide Health Coordin¬
ating Councils.
Through P. L. 93-641 the "consumer" had an opportunity to make a
real difference in the way health care were delivered in this
country. If the program had succeeded the consumer would have been
in a position to contribute to decisions that could have helped to
produce a more rational, responsive, effective and equitable health
care system.
The Federal government encouraged citizens/ communities/
consumers to speak up. In their leaflet entitled "The Consumer and
Health Planning" they state:
To succeed, the health planning program needs active wide
spread participation by the consumers who are not afraid
to speak up on the issues. One of the reported reasons for
the weakness of the past planning programs was the reluc¬
tance of the consumers to be heard. Some observers charge

Figure \
Health Planning Organization
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that in the past the provider took charge. Others reply
that provider took over by default because consumers on
planning boards felt they didn’t know and apparently were
unable to learn the intricacies of health care financing,
organization, delivery and decision making. Consumers are
urged to become well informed in these matters and to
stick up for their commitment (H.E.V./P.h.S./H.R.a./
BHPRD/DHEW Pub.no. hra 1977-14020, p. 2-3).
The legislators intended to create a system in which the
consumer had an opportunity to make a real difference in the way
health care is delivered in the United States. Following the
Congressional leadership the Executive Branch launched a national
campaign. The Federal Bureau of Health planning and Resource
Development exclaimed:
If the program succeeds, consumers will be contributing to
decision that help produce a more rational, responsive,
effective and equitable health care system. Good planning
can, for example, help change the emphasis in health care
from crisis intervention for the cure of the sick patients
to a well thought out programs of prevention and health
maintenance. Consumers can help to encourage hospitals in
acquiring only needed equipment - the community may not
need all the available technology. Other problems also can
be alleviated through more effective planning for the
production and use of our health resources and services
(H.E.W./P.H.S./H.R.A./BHPRD/DHEW Pub.no. hra 1977-14020,
p. 4).
The United States Department of Health Education and Welfare
(1980) in its publication entitled The Health Planning Program Citizen Planning for Local Needs, Chapter on "Why Do We Need Health
Planning?" found that:
One of every seven new jobs created between 1970 and 1977
was in the health care industry. The number of people
employed in the industry grew by 50 percent during that
seven-year period to 6.3 million. The nation's total
health care bill, about $200 billion a year in 1980 and
projected to be $758 billion on 1990, continues to
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represent a growing proportion of the gross national
product. Yearly per capita expenditures are more that ten
times the level of 1950, increasing from $82 to over $863
in 1978 for every man, woman and child in the country
(PHS Publication No. hra 80-140-18, September 1980, p. 4).
The United States Public Health Services further declared:
By creating a nationwide system of local and state health
planning agencies, this landmark legislation put health
planning into the communities and set in motion a process
that lets the needs for health facilities and health
services be determined by the people who are to be
served (PHS Publication No. hra 80-140-18, September
1980, p. 5).
2*5.4 Health Revenue Sharing and Mental Health Centers Act
The Public Law (P. L. 94-63, 1975) Health Revenue Sharing and
Community Mental Health Centers Amendments set forth in section 201
(c)

(1)

(A)

that the governing body of a community mental health

center shall:
(i) be composed, where practicable, of individuals who reside
in the center's catchment area and who as a group,
represent the residents of that area taking into consider¬
ation their employment, age, sex and place of residence
and other demographic characteristics of the area, and
(ii) meet at least once a month, establish general policies
for the center ( including a schedule of hours during
which services will be provided), approve the center's
annual budget and approve the selection of a director for
the center. At least one-half of the members of such body
shall be individuals who are not providers of health
care (P. L. 94-63, July 29 1975, p. 7).
The National Institute of Mental Health in its publication
entitled "A citizens Guide to the Community Mental Health Centers
Act" explains:
In the sixteen years since the first Community Mental
Health Center Act became law, the National Institute of
Mental Health has set in motion a community mental
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health centers movement which now promises to continue its
successful development in all areas of the Nation. Over 2
billion have been expended to fund 726 centers throughout
the Nation, making services available to 105 million
people. In 1978 over 2 million persons received care
through the center then in operation (U.S. Government
Printing Office, 1980, 311-246/6011, 1-3 p. 2.).
2.5.5 Health Planning and Resources Development Amendment
The Health Planning and Resources Development Amendments were
approved by Congress on October 4, 1979 establishing ever increasing
requirements for consumer membership in the Boards of the two
hundred and five Health System Agencies Nationwide; for each of the
State Health Planning Coordinating Council and for the National
Council on Health Planning and Development.
The law establishes National Health Priorities, defines the role
of competition in the allocation of health services, regulates
governing body selection, outline responsibilities of the governing
bodies, itemize minimum requirements for meetings and records and
defines conflict of interest (P.L. 96-79, 1979, p. 1.).
It further establishes that health planning agencies..".shall
give a reasonable opportunity to comment on the proposed Health Sys¬
tem Plan and to propose additions to and other revision in it"
(P. L. 96-79,1979 93 STAT. 604, 42 USC 300 1-2 Section 110-4).
At this point the Congress of the United States had placed the
citizen/ community/ consumer at the driving wheel of the planning of
health care systems.
2.5.6 Role of Participation and Implementation Problems
The United States health care system is characterized by a
vertical mal-distribution due to differential accessibility
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meaning not everybody can obtain needed health care services;
horizontal mal-distribution resulting from geographic discrepancies
in facilities and personnel signifying the vast differences of
available health care service between urban and rural areas and/or
inner city and suburbs, and spiral growth of costs that places those
services further away from the reach of the poor or less affluent.
The United States, Public Health Services, Health Resources
Administration in one of its publication geared to promote citizen
participation states:
Other problems also can be alleviated through more effec¬
tive planning for the production and use of our health
resources and services. Consider, for example, the
following facts concerning our present system of health
care:
- In general inner city areas and remote rural areas
sections are served by too few doctors.
- Primary care is often available only after long waits
in crowded waiting rooms or after driving long
distances to see a physician.
- In the affluent areas of our cities we may be building
more hospitals than we need.
- The cost of medical care has been rising rapidly.
- Part of this rise in health care cost is due to the
poor location of health care facilities and the cost of
staffing and equipping these facilities (H.E.W./P.H.S./
H.R.A./BHPRD/ DHEW Pub.no. hra 14020, 1977-p. 5).
As early as 1972 Congress saw it appropriate to monitor the
services provided by citizen/community volunteer advisors and par¬
ticipants in the management of public affairs when the law makers
approved the Federal Advisory Committee Act, Public Law 92-463. The
Findings on which that law was based state the following:
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The Congress finds that there are numerous committees,
boards, commissions, councils, and similar groups which
have been established to advise officers and agencies in
the executive branch of the Federal Government and that
they are frequently a useful and beneficial means of
furnishing expert advise, ideas, and diverse opinions to
the Federal Government (Federal Advisory Committee Act
1972, Sec. 2 a,b, p. 1).
The Congress further found and established that:
1)
2)

3)

4)

5)

the need for many existing advisory committees has not
been adequately reviewed;
new advisory committees should be established only when
they are determined to be essential and their number
should be kept to the minimum necessary;
advisory committees should be terminated when they are no
longer carrying out the purposes for which they were
established;
standards and uniform procedures should be kept informed
with respect to the number, purpose, membership,
activities, and cost of advisory committees; and
the function of advisory committees should be advisory
only, and that all matters under their consideration
should be determined, in accordance with law, by the
official, agency, or officer involved (Federal Advisory
Committed Act, 1972, Sec. 2 a, b.,p. 1).
However, it is important to clarify that later in 1974 the role

of the governing bodies established by P. L. 93-641 for the purpose
of accomplishing the health planning function had charges that were
regulatory in nature and that this committees by virtue of the
majority of consumers produced decisions that were more than
advisory.
The instructions following were the sum of the instructions
given to every member of the health planning governing boards in a
booklet published by the United States, Department of Health Educa¬
tion and Welfare, Public Health Service, Health Resources Adminis¬
tration, Bureau of Health Planning and Resources development, 1976
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In your deliberations you will want to keep in mind the
following priorities, which are mandated by the law:
1)

The provision of primary care services for medically
under-served populations, especially those which are
located in rural or economically depressed areas.

2)

The development of multi-institutional systems for
coordination or consolidation of institutional health
services (Including obstetric, pediatric, emergency
medical, intensive and coronary care, and radiation
therapy services).

3)

The development of medical group practices (especially
those whose services are appropriately coordinated or
integrated with institutional health services), health
maintenance organizations, and other organized systems for
the provision of health care.

4)

The training and increased utilization of physician
assistants, especially nurse clinicians.

5)

The development of multi-institutional arrangements for
the sharing of support services necessary to all health
service institution.

6)

The promotion of activities to achieve needed improvements
in the quality of health services, including needs identi¬
fied by the review activities of Professional Standards
Review Organizations under part B of Title XI of the
Social Security Act.

7)

The development by health service institutions of the
capacity to provide various levels of care (including
intensive care, acute general care, and extended care) on
a geographically integrated basis.

8)

The promotion of activities for the prevention of disease,
including studies of nutritional and environmental factors
affecting health and the provision of preventive health
care services.

9)

The adoption of uniform cost accounting, simplified reim¬
bursement and utilization reporting systems and improved
management procedures for health service institutions.

10) The development of effective methods of education the
general public concernign proper personal (including
preventive) health care and methods for effective use of
available health services (Publication No. HRA 7714014, revised September 1976, p. 3).

44

In this scenario the consumer is assumed to be able to provide
significant input. At the systems planning level the community par¬
ticipation is assumed to contribute to the containment of costs, the
improvement of quality and equity of services. At the delivery level
citizen participation is assumed to improve accountability, respon¬
siveness, and influence types and amounts of services.
Virtually every person, man, woman and child at one time or
another is a "consumer" of health care - if not of personal medical
services then certainly of those preventive services which help one
to remain healthy.
Researchers and governmental program planners in assessing the
process and efficacy of consumer participation have identified a
number of obstacles to effective participation, e.g. definition of
consumer, conceptualizing of the consumer's role, measurement of
consumer input on overall policy development, assessment or final
impact on appropriateness and cost.
Aside from correcting some of the more gross deficiencies in the
health care system, such as those above, an active consumer leader¬
ship in health planning can help produce a more immediate and
tangible impact in patients through improved services and staffing
patterns, more equitable fees, a mechanism to respond to patient
grievances, improve physical facilities, and above all care that
protects the dignity and well being of the individual patient.
Moreover, for the individual consumer participating in health
planning there are also benefits beyond promoting improvements in
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the health care system. Many people who have served on planning
boards in the past, report a deep sense of personal involvement
which has enriched their lives. Others found they had increased
their effectiveness in other community activities.
Individuals who report dissatisfaction with consumer participation usually mention the difficulty of finding time and acquiring
the training necessary to do a good job. Consumers from one planning
agency, for example, reported that being a representative took more
time, effort, and knowledge than they had anticipated.
In one respect, health planning is an educational process for
the community. It is a way of making citizens and public officials
as well as providers of health care aware of better ways of allo¬
cating health resources. By adding a non-provider perspective
consumers can help create a climate in which community interest
takes precedence over special interest (D. H. E. W., 1977, p. 5).
Good planning can, for example, help change the emphasis in
health care from crisis intervention for the cure of sick
patients to a well thought out program of prevention and health
maintenance, for example,

(1) Consumers can support and encourage

hospitals to acquire only needed equipment; (2) the community may
not be sophisticated enough to need all the latest technology; and
(3) other problems related to participation and services can be
alleviated through more effective planning for the production and
use of our health resource facilities.
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This section of the study examines samples of problems experi¬
enced in the U.S.A. to implement participation in the planning of
health care systems as a way of illustrating the variables and the
forces encountered.
The citizen participation program of the Los Angeles County
H.S.A. represents one of the most ambitious efforts to implement the
public involvement provisions of P. L. 93-641. Their by-laws
established the primary focus of citizen participation in the SubArea Councils (S.A.C)., and in the real decision making authority
role in the Health Systems Agency's (H.S.A) Governing Board.

The

provision allowed members of each S.A.C. to elect representatives to
the Governing Board of the H.S.A. (Cooper, 1979).
The process of selection was challenged by many individuals and
by the Los Angeles City Council, and was followed by an investiga¬
tion of the U. S. General Accounting Office. One year later H.E.V.
decided not to confer final designation to that organization and the
agency had to be dismantled and the process had to be initiated all
over again.
Several challenges had been cited as contributing factors to the
situation faced by that H.S.A. such as: complexity of operation in
reaching down to five county sub-areas in a three-tiered organi¬
zational structure with elaborate rules and complicated formulae for
representation; the scale of the extensive geographic area and popu¬
lation represented by each S.A.C. seem likely to create significant
costs for on-going and active participation (Cooper, 1979).
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The researcher identified beyond those costs which were built
into the design of this H.S.A. other costs which were added to the
price tag of participation by virtue of the ways in which the design
was implemented: the information concerning the purposes of the
H.S.A., the role of the citizens, and the times and places of the
orientation cost incurred related to information received was the
frustration created by unrealistic expectations (Cooper, 1979).
Most of the orientation meetings were held in community facili¬
ties such as schools, community centers, and museums. Very few of
these sites were adequately equipped for parking the cars of several
hundred persons interested in participating and/or learning about
programatic design and board membership requirements (Cooper,
1979).
Although the citizens tended to arrive at the meetings assuming
there would be a substantial amount of participation, they found
themselves sitting passively through lengthy introductions of offi¬
cials and dignitaries, staff members speeches, explanations of
printed materials and audio-visual presentations. Even though meet¬
ing formats were designed to encourage participation the communi¬
cation was not clear, concise and comprehensible (Cooper, 1979).
Those unable to attend the nearest meeting had to travel to another
one, usually miles away, or to the agency headquarters to enable
them to qualify for membership. Judge Robert Weil described as
unnecessarily restrictive, registration processes with inadequate
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information

resulting in a low voter turn out and considerable

confusion (Cooper, 1979, A.J.P.H. Vol. 4:368-373).
Bruce Vladek (1979) writes that the greatest virtue of Cooper's
(1979) article lies in his insistence that:
...there is not enough to provide the trappings of parti¬
cipation. Given the theory of participation he provides
and all the competing pressures working on H.S.A.'s, it is
clear that H.S.A. s will have to make a concerted, affirm¬
ative and sustained effort to maintain participation from
the less affluent and less sophisticated. The sizable task
of institution-building lies before health planners
(A.J.P.H. Vol.4, p.331-332).
In order to examine the implementation of the mandate for
citizen participation in the Commonwealth of Massachusetts, this
investigator has reviewed the records of the State Health Coordina¬
ting Council at the time the S.H.C.C. reviewed the five year plans
and the Annual Implementation Plans (A.I.P.) submitted by the
seven H.S.A.s in the State.
In response to concern expressed by H.E.W. and S.H.P.D.A.
regarding central Massachusetts election process, the agency revised
its by-laws to provide for an election process which would insure a
governing structure free from domination by specific parties and/or
interest; and, also initiated the development of a third additional
sub-area council since both sub-area councils were governed by a
provider majority.
The Massachusetts S.H.C.C. recorded the experience of the
H.S.A. II with consumer participation as warranting the recommenda¬
tion that:
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...as a condition to the Agency's renewal of designation
be required to work with a special task force that the
S.H.C.C. established to address the area of consumer par¬
ticipation in other H.S.A.s with similar problems
(S.H.C.C., May 13, 1979, p. 1-2).
The Massachusetts H.S.A.s VI in the North Shore Area did not
appear to adequately address the H.S.A.'s criteria on consumer
outreach strategy, distinct from standard board nomination
procedures, which monitor and identify consumer participation
problems in agency operations and which provides for systematic
consumer recruiting efforts. The work plan lacked a specifically
developed plans to improve the quality, quantity and continuity of
consumer participation in agency activities.
H.S.A. VI was required by the S.H.C.C.
to submit a detailed work plan of a systematic approach to
the recruitment and maintenance of consumer participation
in agency activities and a commitment to institute a
method of role attendance by consumer/provider at all
agency meetings, and noted that one of the S.A.C.s was
clearly dominated by providers (S.H.C.C., Feb. 13,
1979, p. 2-3).
The problem of H.S.A. II and H.S.A. VI according to other
S.H.C.C. records appears to be universal when it comes to implemen¬
ting consumer participation, and as a result work programs for
H.S.A. II and V were conditionally recommended for approval
requiring:
review of the agency governance and operation with par¬
ticular emphasis on a.) consumer participation and b.)
targeted outreach to public officials, labor and
business (S.H.C.C. records, May 2, 1979, p. 8-9).
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The Massachusetts S.H.C.C. has approved grant application vith
common problems related to consumer participation/recruitment and
Professional Service Review Organizations (P.S.R.O.) for H.S.A.s I,
III, IV and VI, with the understanding that a special tasX force
review those H.S.A. problems:
which appear universal to their agency governance and
operation with particular emphasis on consumer
participation, targeted outreach to public officials,
labor and business and negotiations with P.S.R.o.s in
obtaining data considered essential by the H.S.A. but
considered confidential by the P.S.R.O. (S.H.C.C.
Records, Feb. 28, 1979, p. 10).
After these experiences the S.H.C.C. established the following
criteria for review of Health System Agency's applications:
Agency Governance:
The Council expects each Health System Agency to maintain
a high level of public accountability and a governing
structure which is free from domination by specific
parties and/or interests and optimally responsive to the
needs, concerns and viewpoints of its service area.
The following items should be part of the criteria for
evaluation of appropriate governance plans:
1.

Can the agency's election process produce a government
body and sub-area councils which fulfill the repre¬
sentation requirements of the statute and state
criteria?

2.

If the agency has established sub-area councils, are
their roles sufficiently delineated and compatible
with the functioning of the sub-area community-based
entities?

3.

Has the agency devoted sufficient resources to assure
effective sub-area operations?
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4.

Does the agency have a consumer outreach strategy
dJstJnct from standard board nomination procedures
which monitors and identifies consumer participation
problems in agency operation and provides for system¬
atic consumer recruiting efforts?

5.

Are the by-laws and policies conducive to majority
rule conduct of the agency's business? (S H C C
Jan., 1978 p. 3-4).
"

Furthermore, the S.H.C.C. required that the agencies specific¬
ally develop planned educational approaches to improve the quality
and continuity of consumer participation in agency activities.
(S.H.C.C., 1978, p. 4),
The S.H.C.C. also required that all H.S.A.s, assist the S.H.C.C.
task force in monitoring the degree of consumer participation;
institute a method of role attendance by consumer/provider at all
agency meetings in the ensuing year; and, that these conditions be
included as part of its quarterly reporting process (S.H.C.C.,
1978).
The nation's two hundred and five H.S.A.s that were implementing
P. L. 93-641, were required to conduct the reviews of the health
care systems in their areas within three years after being accorded
"full designation" by H.E.W. and every five years thereafter.
According to the Health Resources Administration there were one
hundred forty seven H.S.A.s with full designation in 1980, twenty
nine others had been granted waivers to work out difficulties before
final decision were made on their designation and the remainding
twenty eight still had time before their conditional designations
were to expire (Health Resources News, 1978).
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The report of Dr. Henry A. Foley to the National Council on
Health Planning and Development, expressed expectations in regard to
three major goals: slowed growth of hospital construction, new
methods for delivery of ambulatory care, and focused attention on
the entire health community and specifically on the needs of those
under-served groups (Foley's Report, 1978).
The American Health Planning Association/National Health Lawyers
Association Forum acknowledged the abundance of challenges to the
planning of laws at the state and federal levels involving board
composition and area designation (Boyles, 1978, Health Care Week).
The American Dental Association urged the U.S.A. Congress to
guarantee that dentistry be represented within the agencies involved
in the health planning at the local, state and federal levels. Dr.
Lawrence Kerr declared that, " One threshold problem of the current
law (Public Law 93-641) is the restrictiveness in regard to repre¬
sentation of and participation of dentists". He stated that ..."the
A.D.A. believes strongly that health planning should be open and
every group in the community with expert knowledge and deep interest
should be welcomed within this process" (A.D.A., 1978, p.l).
The American Medical Association House of Delegates stated that
medical societies must become politically active and involved in all
levels of the planning structure The A. M. A. opposed the then
proposed legislation for the composition and selection of
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H.S.A.’s governing bodies and proposed rules on "appropriateness*
reviews" by H.S.A.s and S.H.C.C.s. The House of Delegates adopted a
report recommending the following principles for effective medical
society participation in planning activities:
1*

Closely monitor the Health Systems Plan and the Annual
Implementation Plan activities and provide appropri¬
ate comment to the H.S.A. during each stage of
development.

2.

Establish state and local physician bodies to monitor
H.S.A. activities and to respond to H.S.A. actions on
behalf of the health service area's medical community.

3.

Maintain dialogue with other medical societies in
regard to their efforts, strategies, and ideas in
response to implementation of P. L. 93-641.

4.

Draw upon individuals with expertise for their
interpretations of the planning law's provisions.

5.

Provide adequate staff to monitor and analyze H.S.A.
activities and to assure distribution of all appropri¬
ate planning materials to concerned physicians.

6.

Work to assure the appropriate exclusion of physician
offices from review.

7.

Monitor the use of data and assist P.S.R.O.s and
H.S.A.s in interpreting data.

8.

Consider entering into agreements with H.S.A.s to
insure ongoing medical input and coordination with
local planning activities.

9.

Establish programs to keep consumers better informed.

10. Identify and disseminate information on any adverse
effects to patient care as a result of the application
of the planning law or its regulations (A.M.A. News,
1978, p. 9).
In the meantime, the U. S. Commission on Civil Rights declared
that many federal, state, and local programs blocked individuals
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from participation in the planning and receiving of health care
services (Wall Street Journal, 1978).
The disregard for public laws establishing consumer participa¬
tion and the open and public incitation to disobedience of these
statutes is symbolized in one of the many articles published in the
American Journal of Public Health. This particular one was entitled,
"How to Keep Your Mandated Citizen Board Out of Your Hair and Off
Your Back: a Guide for Executive Directors."
The authors state that:
In our travels across the nation we have observed many
ingenious strategies used by executives and human service
professionals who contain and render ineffective their
mandated citizen boards. We would like to share these
observations with other professionals. In doing so we
take the calculated risk that an occasional consumer
reader may also learn the techniques and use them to his
own advantage.
It requires great understanding and patience for the human
service professional to continue to provide impartial sci¬
entific guidance to community programs in these days of
conflict and chaos. As the latest in a series of facts,
the current field of mandated consumer participation on
agency policy boards poses a serious threat to efficient
and professional operations. However, the wise executive
director recognizes that survival of his/her program will
depend upon his/her ability to "manage" his/her citizen
board in such a way that interference in the operation of
his/her agency is minimized. She/he knows this fad, like
many others, will eventually fade away, to be replaced by
some new contrivance from across the Potomac. In the mean¬
time, the less effect on the organization, the better.
In this context, the best strategies are those of "con¬
tainment", i.e., the organization and administration of
the consumer board in such a way that legal requirements
are met, but at the same time, the control of real
decision making power remains in the hands of the Execu¬
tive Director. These strategies appear to fall into four
categories: selecting the right board members, creative
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differentiation (or dividing work wisely), providing staff
support services and managing meetings (Steckler, Herzoa
1979, p. 809-812).
y
The authors go on to explain an inventory of proven tricks
designed to undermine consumer participation, in the areas of
nominations, selection criteria, incremental testing, appointing of
officers, the executive committee, standing committees and work
groups, selecting staff, board training, data presentation, prepara¬
tion of minutes, selective scheduling and announcements, extended
meeting times, setting the agenda, avoiding confrontation, use of
professional jargon, and modified Robert's Rules of Order.
The anti-consumer participation writers are sure that their list
of strategies is not conclusive but contains the most commonly seen
in Human Services Agency Boards, and they remind their readers that
there are multiple opportunities to reduce consumer impact on agency
policy and operations and invite the audience to add to the list.
Dr. Steckler and Mr. Herzog, authors of the above cited article,
express their hope that some day the mandate for citizen participa¬
tion will be relaxed. But, they declare that in the meantime it
would be viewed as a challenge for the imaginative executive (1979).
At the same time, the American Medical Association in their
annual meeting of 1979, through a series of reports and resolutions,
urged the repeal of P. L. 93-641 and immediate cutoff of funding for
H.S.A.s, and greater scrutiny of health planners. The association
actively encouraged each participant State Medical Association and
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every component County Medical Society to actively encourage
physicians to express this view in a positive manner to each member
of the U. S. Congress (American Medical News,22:15, August 3/10,
1979).
The National Governors' Conference Center for Policy Research
and Analysis distinguishes two kinds of planning: "programmatic" and
resource allocation". This think tank declares that giving resource
allocation planning authority to small groups of citizens decreases
accountability of publicly elected officials and, therefore, that
function should be kept within their purview (Herman, 1975).
The review of the literature indicates problems and questions
regarding recruiting, training, and motivating consumers to serve on
the task forces, committees and Boards. It is felt that for the
success of participation, the planning agency must select persons
who can work together, are creative and innovative; and, who will
speak up vigorously and who are occasionally critical. Among the
responsibilities of the consumer are: identifying health problems
and needs in the community and serving as a conduit of communication
back into the community.
The study also described as important variables such matters as:
"the length of time the consumer should serve before being rotated;
the concept of planning versus delivery and the relationship of
health planning to the concept of neighborhood health center"
(Carson, March 1976, p. 1-2).
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California U. S. Representative Ronald V. Dellums (D) introduced
a bill to Congress in 1976 with, among other goals, the intent to
place the responsibility of health planning and policy making on the
shoulders of the health worker and community residents, that is, a
worker and community controlled health care system.
The process of participatory planning took place during a period
when the U.S.A. was experiencing a series of powerful forces in its
economic climate.
These dynamics in the health services area in the U.S.A. take
place against the backdrop of economic constraints such as inflation
fluctuations and unexpected increases in the cost of health care. In
1962 health care accounted for 4.5% of the G.N.P. and the expendi¬
tures for 1986 were over 10% of the G.N.P.
Throughout the two decades the political and economic mandate
could be characterized by the need to control national expenditures,
rationalize health care and reorder priorities based on emerging
developments such as epidemiology, demographics, economics, values,
and technology as significant macro variables among a host of
significant factors.
The review of the literature indicates that most western
countries are confronting similar experiences of inflation,
increased health care costs, dominance of excessive profit by health
care professionals and institutions, attempts to use citizenconsumer-community groups participation in health planning and

58

control of delivery operations as a check against the excesses of
those who profit from the present state of affairs, as a step toward
improvement in efficiency, as a hope for equity of services for all
segments of the population; all of this in the name of the demo¬
cratic principle of the right to participate in the conduction of
the affairs that all of the members of the society have paid for in
one way or another.
There is also a growing body of scientific evidence pointing
toward the health benefits of empowerment through participation of
the individual whether in the ventures of self help, partnership
with the professionals for improved healing or as a power group
and/or as a significant factor in the control of the health care
technology, and the training and the performance of those operating
the know how of society in the area of health.
According to Sarah Williams (1987) editor of the final issue of
the Alpha CenterPiece Report, after the result of the many battles
that made up the war against the implementation of P. L. 93-641 the
United States has only twenty Health Systems Agencies in operation.
Academicians and researchers have recommended the development of
comprehensive models, so that a specific and generalizable propo¬
sition regarding consumer participation can be identified (Douglas,
1981);

(Metach and Veny, 1979; 1976; 1973); (Papp, 1978).

2.5.7

Summary Statement on Participatory Planning
It appears that initially the law makers, regulations makers,

administrators and expert professionals accepted information and
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consultation as the total extent of participation so that consumers
indeed, hear and be heard.
However, information and consultation alone lacked the power to
insure that the consumers' views would be implemented.

When con¬

sumer participation was restricted to those levels, there was no
follow through, no power; and, hence no assurance of changing the
status quo.
Under those parameters the next democratic alternative is the
elections of new political leaders and representatives. Again this
action does not assure changes.
The situation affects critical areas of life. The process is too
onerous and is usually carried on the shoulders of those less
equipped in society to bear the burden.
The above descriptive summaries are the sum of the findings the
researcher uncovered while investigating human services programs,
particularly those which focus on health care delivery systems.
In this area contemporary American society is experiencing the
emergence of movements towards a change of the established norms.
Interest groups or associations born out of crisis may be the
forerunners of the growing movement towards expanding the
participatory processes.
It is important to the individual as well as to society to find
effective ways to control or curb the increasing cost of health care
services and to improve their appropriateness and usefulness.
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Participation of the consumer has been widely regarded as a
powerful factor by several sessions of Congress and by many prac¬
titioners, providers, consumers, academicians and theoreticians.
In 1986 with more than two decades having passed since the
Federal government found it necessary to introduce comprehensive
health systems planning for the delivery of health care it seemed an
auspicious time to review the progression of significant develop¬
ments in the field and attempt to draw hypotheses regarding the
Participatory Planning Processes.
It will be incumbent upon the researchers to find ways to
contribute to society with applied research that will produce
information as to how it may be possible to bring about and to use
an effective practice so that the many benefits attributed to
Participatory Process can be obtained.
Although the power of the consumer rose dramatically in the
first decade under study it appears to have declined in the second
decade at least in regards to the funded and carefully structured
and orchestrated activities of the land mark legislation studied.

CHAPTER

3

METHODOLOGY FOR THE STUDY
3.1

Introduction
Chapter 3 contains an outline of the process of data collection

and gathering of relevant references; a brief portrayal of content
analysis and the techniques used for categorization of the selected
materials; a definition of the eight rungs of the Ladder of Partici¬
pation and the parameters used to classify the data; and, finally, a
succinct description of the theory of Force Field Analysis and the
techniques designed to allow further discussion of the materials
under study regarding the participation of the consumers in the
planning of health care delivery systems within health systems
agencies.
3.1.1

Data Collection and Gathering of Relevant References

The investigator used the services of the University of
Massachusetts Library at Amherst which includes a National Reposi¬
tory of Government Documents.
This library search involved the scanning of publications and
bibliographies or descriptive summaries of materials in the field of
health for the period covered by the study that identified titles
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and subtitles containing reference to consumer participation in
health planning.
The researcher was able to attain a collection of four hundred
and twenty-four (424)

laws, articles, reports, and studies between

1966 and 1986 through the

manual

library search; through direct

correspondence with some of the bibliographical sources, as well as
through direct contact and involvement with several consumer
organizations.
The researcher found that, from some of the materials that
involved an indepth content analysis of the full text of materials
and the selected abstracts, a quantifiable number of entries
referred to consumer participation in health planning at different
levels; namely,

services, etc.

After a first reading of the materials using the described
procedure below,

the researcher found that a total of two hundred

and six of them covered an aspect of the topic of consumer partici¬
pation in the planning of health care systems.
Later in the process of investigation the researcher found that
several agencies in the federal government had produced abstracts
covering a wide range of topics within health planning and that some
of those abstracts were available through several electronic data
banks.
A search was conducted in several electronic data bases.

The

following procedure reflects the progression of the computer search:
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the topic was defined; the central concepts Here identified;
synonyms and nord variations Here determined; and finally, the
descriptive terms for the search into the data base Here chosen. The
search Has conducted in the pertinent electronic data base using the
standard boolean operators (and, or, not) and positional operators
(same, with, and/or adjacent).
The first level of the computer search into the electronic data
bank produced the numerical count of the articles stored per each of
the years included in the search.

The second level of the computer

search produced the names of the authors, the title of the articles,
and specific bibliographical information about the publications in
which the article appeared.

At the third level, the inquiry

produced a print-out of the abstract requested.
The following is an example of the procedure:
The investigator obtained a computer connection with the target
electronic data bank (Bibliographic Retrieval Systems, B.R.S.) via
long distance telephone using preapproved passwords and procedures
prescribed in the B.R.S. (1984) Directory and Database Catalog. Once
link-up was attained, entrance into the specific file was requested,
in this case the Health Planning and Administration file; thus, the
electronic search was initiated using the following terms: health
planning or health services; health evaluation-adjacent-citizen or
community; client or consumer-adjacent-participation; involvement,
and/or impact.
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Each of the electronic data banks uses its own specific
protocol, connection process and passwords.

The descriptors used

for each electronic search were the same or their equivalent was
used.

These terms in turn were the same or equivalent to those that

were used for the scanning of the publications in the field of
health in the original search.
From the bibliographies obtained through the above described
process eight hundred and twenty-one (821) entries were found to
contain reference to citizen/client/community/consumer participation
in health planning, the majority of them obtained from the following
three main sources:
*

Department of Health Education and Welfare, Project Share.

*

National Health Planning Information Center.

*

National Institute of Mental Health Clearing House
The entries were distributed over the period under study as

follows: 1966-1970: thirty-one (31); 1971-1974: ninety-three (93);
1975-1976:

One hundred and thirty-three (133); 1977-1979:

hundred and thirty-six (236); 1980-1982:
(159); and 1983-1984:

two

one hundred and fifty-nine

one hundred and sixty-nine (169).

After the initial reading of the abstracts produced from the
electronic data banks searches, some of these materials were found
to be repetitive, others were found to make reference to consumer
participation in health planning but without substantive classifi¬
able information and others referred to consumer participation in
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the planning of health services but not of health care systems.

The

duplicates and unusable abstracts were discarded.
The three hundred six (306) remaining abstracts were indexed
according to the main emerging topics in a procedure similar to the
one used with the materials obtained in the library search.
In order to establish a unit of comparison, the investigator, in
consultation with the committee, made the decision to further reduce
the data base by including relevant references that cover only
consumer participation in the planning of health care delivery
systems previous to establishing the following definitions.
3.1.1.1.

State Health Planning and Development Agency

The State Health Planning and Development Agency is an agency of
the state government selected by the governor and designated by the
federal government to carry out the state’s health planning and
development program.
3.1.1.2.

State Health Coordinating Council

The State Health Coordinating Council is a body established by
the state government, according to federal guidelines, to advise the
State Health Planning and Development Agency.
3.1.1.3.

Health Systems Agency

An agency designated by the federal government, established
pursuant to public laws, for the effective planning and development
of physical and mental health services.

A primary responsibility is

the provision of effective health planning for its health service
area and the promotion and development, within the area, of health
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services, manpower, and facilities which meet identified needs and
implement the health system plan of the agency.
The agency, after appropriate considerations, establishes,
annually reviews, and amends as necessary, a health system plan
(HSP) which shall be a detailed statement of goals (i) describing a
healthful environment and health systems in the area, which, when
developed, will assure that quality health services will be
available and accessible in a manner which assures continuity of
care, at reasonable cost, for all residents of the area; (ii) which
is responsive to the unique needs and resources of the area; and
(iii) which takes into account and are consistent with the national
guidelines for health planning policy.
The H.S.A. establishes, annually reviews, and amends as
necessary, an annual implementation plan (AIP).

The H.S.A. provides

the S.H.H.C. and the S.H.P.D.A. for each state copies of the
agency's AIP and seeks, to the extent practicable, to implement its
HSP and AIP with the assistance of individuals and public and
private entities in its health service area.
3.1.1.4.

Health Systems Agency Governing Body

A Health Systems Agency, which is a non-profit private
corporation (or similar legal mechanism) has a Governing Body to
direct all its health planning and development activities.
Composition.

The membership of the governing body of an agency

meets the following requirements;
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(1) A majority (but not more than 60 per centum of the members)
shall be residents of the health service area served by the agency
who are consumers of health care and who are not (and within the
twelve months preceding appointment have not been) providers of
health care and who are broadly representative of the social,
economic, linguistic and racial populations, geographic areas of the
health service area and major purchasers of health care.
(2) The remainder of the members shall be residents of the
health service area served by the agency who are providers of health
care (of whom not less than one-third shall be direct providers of
health care) and who represent: (i) physicians (particularly
practicing physicians), dentists, nurses, and other health
professionals;

(ii) health care institutions (particularly

hospitals, long-term care facilities, and health maintenance
organizations);

(iii) health care insurers; (iv) health professions

schools (which includes schools of medicine, dentistry, osteopathy,
optometry, podiatry, pharmacy or veterinary medicine).
The total membership shall
(i) Include (either through consumer or provider members) a
number of public elected officials and other representatives of
governmental authorities in the agency's health service area and
representatives of public agencies in the area concerned with health
which is not more than one-third of the total membership;
(ii) include representatives of private agencies in the area
concerned with health;
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(iii) include a percentage of individuals vho reside in
nonmetropolitan areas within the health service area which is equal
to the percentage of residents of the area who reside in
nonmetropolitan areas;
Number of members.

The governing body is composed of not less

than 10 members nor more than 30 members, except that the number of
members may exceed 30 where the governing body has, in accordance
with its Articles of Incorporation or by-laws (or in the case of a
public regional planning body or single unit of general local
government, its charter, authorizing statute, ordinance, or
executive order, or any rules or regulations governing its internal
management), established an executive committee.
Responsibilities and authority.

(1) The governing body of a

health systems agency shall:
(i) Be responsible for the internal affairs of the agency,
including matters relating to the staff of the agency and the
agency's budget;
(ii) be responsible for the adoption of procedures and criteria
developed and published pursuant to section 1532 of the Health
Planning Act, and applicable regulations of the Secretary to be
utilized in the agency's performance of its functions;
(iii) be responsible for issuing an annual report concerning the
activities of the agency; and
(iv) have the exclusive authority to perform for the agency the
functions described in section 1513 of the Act and the agency's
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designation agreement.

For such purposes the term "exclusive" as it

applies to the role of the governing body means that the governing
body shall have the sole, undivided authority to act for the agency
in performing such functions subject to the provision of paragraph
(1) relating to the delegation of functions to an executive commit¬
tee; Provided that this does not preclude the public regional
Planning body or single unit of general local government from estab¬
lishing procedures not inconsistent with the requirements of this
part for the functioning of the agency, including an opportunity to
comment on any action proposed by the governing body in the perform¬
ance of its functions; and Provided further that the public regional
planning body or single unit of general local government must be
given the opportunity to comment on the health systems plan and the
annual implementation plan prior to their establishment.
(2) The public regional planning body or single unit of general
local government may establish rules and regulations for the
exercise of its responsibilities.

Provided that such rules and

regulations are not inconsistent with the Act.
Meetings and conduct of business.

The governing body shall:

(1) Meet at least once in each calendar quarter of a year and at
least two additional times in a year unless its executive committee,
if any, meets at least twice in that year.
(2) Act only by vote of a majority of its members present and
voting at a meeting called upon adequate notice to all its members
and at which a quorum, which shall not be less than one-half of its
members, is in attendance.
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(3) Conduct its business meetings in public, give adequate
notice to the public of such meetings (as required by the agency's
Articles of Incorporation or by-laws, or in the case of a public
entity, its charter, authorizing statute, ordinance, or executive
order or any rules or regulations for internal management) and make
its data and records available to the public.
(4) Reimburse its members for their reasonable costs incurred in
attending meetings of the governing body.
Executive committee, subcommittee.
(i) A governing body whose membership exceeds 30 shall
establish an executive committee of its members, which shall consist
of not more than 25 members, shall be composed in accordance with
the requirements of paragraph (b) of this section, and shall be
delegated the authority to take such action as the governing body is
authorized to take (other than authority to take action with respect
to the agency's articles of incorporation or by-laws or in the case
of an agency which is a public regional planning body or single unit
of general local government its charter, authorizing statute,
ordinance, or executive order and any informal rules or regulations
which govern operations) except that the executive committee may not
be delegated the responsibility for the establishment and amendment
of the health systems plan and annual implementation plan.
(ii)

The executive committee shall (A) act only by vote of a

majority of its members present and voting at a meeting called upon
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adequate notice to all of its members at which a quorum, which shall
be not less than one-half of its members, is in attendance, and (B)
conduct its business meetings in public, give adequate notice to the
public of such meetings (as required by the agency's Articles of
Incorporation or by-laws or, in the case of a public regional
planning body or single unit of general local government, its
charter, authorizing statute, ordinance, or executive order or any
rules or regulations for internal management) and make its data and
records available to the public.
Subcommittees and advisory groups.

Where in the exercise of its

functions the governing body or executive committee appoints a
subcommittee of its members or an advisory group, it shall, to the
extent practicable, make its appointments to such subcommittee or
group in such a manner as to provide that the representation on such
subcommittee or group meets the composition requirements of
paragraph (b) of this section.
3.1.1.5.
(a)

Subarea Advisory Councils
A health systems agency may establish subarea advisory

councils representing parts of the agency's health service area to
advise the agency on the performance of its functions.

The

composition of such council must conform to the requirements of
section 1512(b)

(3)

(C) of the ACT as applied to that part of the

agency's health service area which the subarea advisory council
represents.
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(b)

Consistent with the provisions of S122.111(c) of this

subpart, a health systems agency may make financial and other
resources available to the subarea advisory council to assist it in
performing agreed upon activities which the agency has requested
such council to perform.

Such activities may include making

recommendations to the agency (1) to assist it in obtaining local or
regional advice on the performance of its functions, (2) with regard
to proposed membership on the governing body and advisory groups and
(3) with regard to planning needs for the local area.
3.1.1.6.

Health Systems Agency Staff

(a) A fully designated health systems agency must have a staff
of adequate numbers and appropriate skills, as described in
paragraph (b) of this section, to carry out the functions of the
agency.

Provided that an agency must have a staff number ing not

less than five professional members or one professional member for
every 100,000 population up to a maximum of 25; and Provided further
that the staff shall include and shall be headed by a full-time
executive director who is responsible for the organizatino and
management of the staff.
(b)

The staff of the agency shall provide the agency with

expertise in at least the following:
gathering and analysis of data,

(1) administration, (2) the

(3) health planning, and (4)

development and use of health resources.

The staff shall be

organized in such a fashion that the functions of planning and of
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development of health resources shall be conducted by staffs with
skills appropriate to each function.
(c)

The staff of the agency shall be selected, paid, promoted,

and discharged in accordance with such personnel system as the
agency may establish, except that the rate of pay for any position
shall not be less than the rate of pay prevailing in the health
service area for similar positinos in public or private health
service entities.
In Chapter 4, under Analysis, the investigator provides a table
of the materials which summarizes the number and type of data
sources from which this study derives its conclusions.
As a supplementary activity and in order to sharpen the images
evolving from the research, the investigator conducted interviews
with knowledgeable sources at the national, state, and subregional
levels, as follows:
At the federal level the researcher interviewed the Director of
the Division of Health Services Administration at the Department of
Health, Education and Welfare; the Director of the Citizen Partici¬
pation Program at the newly configured Department of Health and
Human Services; the Director of the Program for Citizen Participa¬
tion at the National Institute of Mental Health; the Director of
Clearing House for Participatory Health Planning at the Alpha Center
for Health Planning Research and Information; and the Director of
The National Consumer Health Advocacy Network (C.H.A.N.).

At the
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state level, this researcher interviewed the President of the
Massachusetts State Health Coordinating Council (S.H.C.C.) and the
Director of the State Department of Health Planning and Administra¬
tion (S.D.H.P.A.).

And at the Area level, the study included inter¬

views with the Director of the Western Massachusetts Health Planning
Council, the Director of the Health Systems Agency of South Florida
and the Director of the New York State Health Planning Agency.
The information gleaned from the interviews and the observations
made by the researcher as a member of several health planning
agencies were used as a supplement and were not a part of the
primary data base from which hypotheses and conclusions were
deduced.

However, the knowledge they contributed to the

researcher's formulation of ideas.
The investigator designed and implemented a classification
system that will allow one to organize the information in a
methodical process, analyze the collection using the chosen theories
and subsequently reach useful conclusions.
The following is a specific description of the methodology
applied to this study that enabled the researcher to analyze the
materials selected.
3.2

Content Analysis Theory and Categorization
Communication may be defined as a system for sending and receiv¬

ing observable signals or messages.

The qualification

observable'

is used to emphasize the fact that dissimilar organisms (or machines)
that can receive or send distinct kinds and degrees of signals.
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According to Hicks, Rush and Strong (1977) Content Analys
Analysis may
be defined as:
a message
an accurate
Content Analysis is a methodology devoted to the development of
new tools and techniques through whose use one may improve deductive
abilities. For example according to Dym (1985) "A variety of tech¬
niques have been employed to provide the scientist with data from
which inferences about the intention of the message source may be
made. . . ." (p. 58).
Content analysis can be performed objectively by categorizing
words or groups of words used to describe..."In each pair of
descriptors (words), one descriptor is inferred to have a
positive connotation while the other is considered to have a
negative connotation. If words can be so classified, the
totality of these words used in reporting actions can serve
as a measure of the bias of the report. If a preponderance of
words in the report are of the negative sort, the report can
be said to be unfavorable..." (p. 60).
This approach is not flawless. There may be disagreements
about a particular positive or negative connotation. Or the
connotation of a word may depend upon a particular usage or a
particular context..."Nevertheless, if categories are
clearly formulated, such an approach to content analysis can
be useful, and a small amount of error is usually tolerable.
The advantage of this rather simplistic approach to content
analysis is that inferences may be based upon a set of objec¬
tive criteria rather than upon intuition. If there is disa¬
greement about the conclusions drawn upon the analysis, one
may state more precisely why he disagrees" (p. 61).
The frequency of occurrence of words in a text is a technique
which is based on hypotheses that state "the more frequently
a word occurs in a text the more likely is the text to be
about the concept which the word represents" (p. 67).
Finally, the selected documents are classified by the content
to produce well-defined subsets or classes which are concep¬
tually closely related. "In the derivative classification,
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the document collection is analyzed and those documents most
similar to each other in terms of text characteristics are
declared members of the same class. In assignment classifi¬
cation, priority classes are established whose members must
satisfy some prescribed criteria. Documents are subsequently
analyzed for these criteria..." It is necessary first to
construct a term-document or term-property matrix.. The
terms of the matrix are usually prescribed through'a vocabu¬
lary-control device or through the use of frequency
techniques (p. 84).

To identify the subject of interest the researcher observed the
following procedures:
*

Scanning the material to select a set of words or phrases
which collectively represent the informational content.

*

Deciding which of the data described in the selected infor¬
mation could be classified in the emerging categories.

*

Standardizing terminology by using the words and phrases
selected from the materials under study.

*

The outcome of the terminology control procedure was a stan¬
dard word list evidencing the variables chosen for indexing,
searching and analysis.
The features of the classified systematic list were:

a) the

arrangement of entries according to nearness of meaning; (b) regu¬
larity in the form of headings; (c) cross referencing. Among the
factors to be addressed were: (1) frequency of occurrence, and (2)
relationship to other terms.
After a reading for analysis of the content, the materials were
classified into five categories to advance the study of the follow¬
ing aspects of consumer participation in Health Systems Agencies
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conducting planning of health care systems: Governance, Membership,
Staffing, Development, and Outcomes.

Each appropriate reference »as

analyzed and categorized based on these six parameters.
The researcher, after further scrutiny of the materials, found
thirty themes or variables in the literature using similar or
equivalent labels that further described activities affecting the
participation of consumers.
Subsequently the researcher developed a method of classification
of the themes or variables into groups or blocks of subcategories of
variables that affected consumer participation in the planning of
health care systems. These subcategories are listed by group and
defined individually in Chapter 4.
Lastly, the materials were analyzed using two other constructs
as follows: Ladder of Participation Theory and Force Field Analysis
Theory.
3•3

Ladder Theory and Application of Parameters
Arnstein (1965) in the summary of her work proposed and

described in the Journal of the American Institute of Planning a
gradational ladder to delineate levels of participatory planning in
housing programs. The following is the essence of her character¬
ization of each of the steps of her envisioned ladder of consumer
participation:
1.

Manipulation
In the name of citizen participation, people are placed on
rubber-stamp advisory committees to "educate" them or
engineer their support. Participation is distorted into a
public relations vehicle by power-holders.
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2. Therapy
The administration assumes that powerlessness is synonymous
with mental illness. Under the masquerade of involving
citizens in planning, the experts subject the citizens to
clinical group therapy. The focus is to cure them of their
'pathology' rather than changing the factors and circum¬
stances that create their 'pathologies’. . . Examples in
public housing are programs where the tenant groups are used
to promote control-your-child or clean up campaigns. The
tenants are brought together to help themselves "adjust their
values and attitudes to those of the larger society.

3. Informing
Information about rights, responsibilities, and options are
important for citizen participation; however, this frequently
becomes a one way flow from official to citizen. No channel
is provided for feedback and no power for negotiation.
Excessively technical information, discouraging questions,
and irrelevant answers are common tactics for turning
meetings into vehicles for one way communication. Also,
information may be presented at a later stage in planning,
giving the people little opportunity to influence the program
design "for their benefit".

.

4

Consultation
Attitude surveys, neighborhood meetings, and public hearings
are frequently used to consult people. If consulting is not
combined with other modes of participation, it offers no
assurance that citizen concerns and ideas will be taken into
account.
If citizen input is restricted at the level of consultation
alone, participation remains just a window-dressing ritual
with people primarily perceived as statistical abstractions.

5.

Placation
At this level citizens begin to have some degree of influ¬
ence, though tokenism is still apparent. Few citizens are
allowed into groups that advise or control where the public
interest can be outvoted by power-holders ... By and large,
people are still being planned for. In most situations the
major planning decisions are being made by agency staff and
approved in formalistic ways by policy boards.
If representatives are not accountable to the constituency
in the community and if the traditional power elite hold the
majority of the seats, the have-nots can be easily outvoted
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and outfoxed. Other committees allow citizens tn
plan, but retain for power holders the riaht t
ls® or
legitimacy or feasibility of the advice.
° Judge the
The degree to which citizens are actually placated nf
course, depends largely on the quality of technical jfi «.u
haVe in articulati„9 their priorities' onlSr^ten^to^’'
p^^i^:s?°“Unlty haS bSe“ oraanized t0 Pfess

6.

these

Partnership
Power is redistributed through negotiation between citizens
and power-holders. They agree to share the planning and
decision-making responsibilities through such structures as
joint policy boards, planning committees, and mechanisms for
resolving impasses. After the ground rules have been estab¬
lished through some form of give-and-take, they are not
subject to unilateral change.
Partnerships can work most effectively when there is an
organized power base in the community to which citizen
leaders are accountable and when the group has the financial
resources to pay its leaders as well as hire technicians,
lawyers, and community organizers. One community leader
described it as "coming to City Hall with the hat on head
instead of in hand."

7.

Delegated Power
Negotiations between citizens and public officials can also
result in citizens achieving a dominant decision-making
authority over a particular plan or program. Policy boards on
which citizens have a clear majority of seats and genuine
specified powers are typical examples. Citizens hold the
significant cards to assure accountability of the program to
them. To resolve the differences, power-holders need to
start bargaining processes rather than responding to pressure
from the other end.
Another model of delegated power is that of separate and
parallel groups of citizens and power holders, with provision
for citizen veto if difference of opinion cannot be resolved
through negotiation. This is a particularly interesting co¬
existence model for hostile citizen groups too embittered
toward City Hall as a result of past 'collaborative efforts'
to engage in joint planning.
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8.

Citizen Control
...degree of power (or control) which guarantees that
participants or residents can govern a program or an insti-

5?

" fuU Charse o£
and managerial
and be able to negotiate the conditions under which
"outsiders" may change them.

aspect

A small number of neighborhood corporations (experimental
corporations) are already producing goods and/or social
services. Several others are reportedly in the development
stage, and new models for control undoubtedly emerge as the
have-not press for more power over their lives (pp. 216-224)

Arnstein’s model is helpful in understanding some of the levels
of consumer participation.

The documents were grouped after the

content was analyzed into specific levels of participation.
The following is the procedure which supports the technique
designed for the analysis of the classified pieces of information
obtained from the data collection regarding and delineating the sig¬
nificant developments that evolved in the participatory process in
health care planning between the year 1966 and 1986.
Each entry was judged by the investigator and catalogued accord¬
ing to the characteristics defined above for the eight rungs of the
"Ladder of Participation," tracing the changes in the levels of
participation as indicated by the literature over those twenty
years.
The investigator arranged the findings in an historical continu¬
um and presented the developments in a histo-diagram that depicts
the levels at which the citizens/community/consumers have been
involved in the planning of health services.
The diagrammatic representation encompasses the period under
analysis and characterizes the classified participatory developments
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as manipulation, therapy, information, consultation, placation,
partnership, delegation or control.
3,4

Force Field Analysis Application Techniques
The following is a brief overview of the ideas on which force

field analysis is based:
Kurt Lewin, whose theories laid the groundwork for much of our
thinking on group behavior, views a segment of behavior as a dynamic
equilibrium of forces working in opposite directions.
Rivera (1976) in summation of a selected group of dissertations
by Lewin and his doctoral students at the Psychological Institute of
Berlin, along with many other theoreticians and researchers of the
dynamics of behavior came to agree upon several formulations to
better describe the mechanics of human behavior.

He states that

Lewin "viewed field theory more as an approach to conceptualization,
the beginning of a set of concepts that could be used to
represent....processes and reality."
Dorwin Cartwright (1951) as an editor of Lewin's compilation of
selected theoretical papers on Field Theory made the following
stipulations:
The "field" is considered as the most fundamental construct.
"All behavior is conceived of as a change of some state of a field
in a given unit of time."

"The life space is defined so that at any

given time it includes all the facts that have existence and
excludes those that do not...",

"...the various parts of a given

life space are to some degree interdependent."
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The principle of "contemporaneity" asserts that "the life space
endures through time, is modified by events, and is a product of
history, but only the contemporaneous system can have effects at any
time."
Too often in considering a segment of behavior it is perceived
as a static "habit" or "custom" which exists in its present form due
to historical chance rather than any interplay of presently existing
forces (Lewin, 1948).
Thus the behavior exists at its present level rather than at
a disparate level because the sum of the strengths of the restrain¬
ing forces are equal to the sum of the strengths of the driving
forces.

When the sum of the forces' strengths are not equal, the

situation changes and the new behavior that results will be the
level at which the sum of the strengths are again equal.
Because of the dynamic nature of these forces and because of the
potential for change in the state of equilibrium, the level of
equilibrium is not viewed as stationary but rather as "quasistationary" (Lewin, 1936).
Thus a behavior that has become habitual, or a social policy,
may over time display some wildly abnormal fluctuations; but,
because the strength of neither set of forces has been appreciably
modified, there is no significant change in the equilibrium and the
level of behavior tends to stay at its original point.
Change in the behavior occurs when there is an inequality in the
sum of the strengths of the driving and the restraining forces. This
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inequality untreezes the present level of behavior and moves it to a
new level, at vhich point the sum of the strengths of the driving
and restraining forces are once again equal.
An inequality in strength of forces can occur under three
conditions:
a)

A change in the strength of force.

(This can be either an

increase or decrease in magnitude.)
b)

A change in the direction of the force (a force which was at
one time a restraining force now serving as a driving force).

c)

The addition of a new force or removal of an existing one.

Joseph De Rivera (1976) explains that:
The conceptual properties of a force are its direction, its
strength, and its point of application. The coordinating
definition of a force (which lets us relate the concept to
the description of behavior) is that whenever the resultant
of the forces acting on a given region is greater than zero,
there will be a change in the structure of the situation in
the direction of the resultant force (p. 16).

Lewin and his associates and follow-up researchers have proposed
two methods for changing a level of behavior:

a) increasing the

number or strength of the driving forces, thereby directionalizing
superior pressure to propel the level of behavior; b) decreasing the
number or strength of the restraining forces; attempting by either
to create an imbalance that would ultimately cause the behavior to
move.
With the first method, the change from the original level to the
new one is accompanied by a situation of increased tension.

The

addition of the new driving strength, without any reduction in
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strength in the restraining mode, produces a higher degree of
aggressiveness, higher emotionality, and lower constructiveness.
On the other hand, since the second method uses a reduction in
strength of the restraining forces, the change to the new level
usually is not accompanied by these high tensions.
It should be noted that the discussion is concerned with the
"sum of the strengths of the forces" rather than the "sum of the
forces."
Inconsistent forces have different degrees of power, so that if
one were to add up the number of forces, ignoring their relative
strengths, pro anc con on each side, the calculation would not
reveal which one was stronger.
In force field analysis change is envisioned as a three step
process.

Initially one must "unfreeze" the present level.

Then one

must move that level to the new or desired level; and finally, once
the behavior is at the new level, one must "refreeze" it at that
point.

"Refreezing" means helping the forces that are producing the

new "quasi-stationary equilibrium" to be more than temporary.

All

too often this step is forgotten and, shortly after a new level is
reached, the behavior then drops back to its previous level (Lewin,
1948).
Robert W. Lepper (1943) in the summary of his Chapter entitled
"A Bird's Eye View of Lewin's Concepts" stipulates that phenomena
can be ordered into an efficient, coherent system only "through
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relating what is seen directly (phenotypic data) to constructs
(i.e., to concepts of factors known only through inference)."
For the purpose of this section of the study, the researcher
developed a methodology to determine the strengths and weaknesses
and the degrees of power resulting from combinations of variables
chosen for investigation from the list of variables.
The procedure that incorporated the specific prodecures designed
for the analysis of the classified forces as driving or restraining
forces in participatory health planning, is an adaptation
strategized under the direction of the doctoral committee from the
techniques used by the Massachusetts State Department of Education
and published by the National Institute of Education under the name
The Massachusetts Right to Read Effort, Force Field Analysis
(Tremont, 1976).
3.5

Goal, Numerical Count, Force and Weight Ranking Procedures
"Goal" is defined as "the ways someone would like things to be"

and implies that "there are almost always problems that could be
worked on"..."One of the greatest barriers to working constructively
toward achieving improvement goals is lack of specificity..."
(Tremont, 1976).
A goal, for the purpose of this study, is the objective estab¬
lished by the United States Congress in the relevant public laws;
and, in the aims the regulations promulgated by the Executive Branch
of government regarding participatory health planning. In Chapter
4, a summary of goals of the legislation is presented.
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Data Number is the numerical identification of the entry found
in the literature and classified under one of each group or category
of variables.
Force Class refers to the actual statements found in the
literature some of which will be classified as driving forces and
others as restraining forces towards the attainment of that given
goal.
Category and Weight refer to the origins of the considered
entries:

government statements equal a weight of 3, provider state¬

ments equal a weight of 2, and consumer's statements equal a weight
of 1.
Force Category refers to the groupings of variables codified
under the following divisions:

governance, membership, staffing,

maintenance and outcomes.
Numerical count refers to the number of statements written under
a given goal found in the materials forming part of the data base
for each category of variables.
The weighted strength of a force is calculated by multiplying
the number assigned to the category by the number in the numerical
count.

Each item will have a product; all the products are

inventoried and computed to obtain the score for the group of
driving and restraining forces.
Force period refers to the chronological indexing within the
period of years covered by the study.
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Force level refers to the classification of the force in one of
the eight rungs of the Ladder of Participation:

Manipulation,

Therapy, Informing, Consultation, Placation, Partnership. Designation and Control.
These calculations and classifications serve as the bases for
further analysis and for recommendations presented in Chapter 4.
In summary, the researcher developed hypotheses regarding the
contribution of the variables towards the goal; recommendations
toward strategies for the stages of "unfreezing," "levels of
change," and "refreezing"; and conclusions regarding participatory
health planning presented in Chapter 5.

CHAPTER

4

ANALYSIS
4.1

Introduction
Chapter 4 provides a representation of the life space of

consumer participation in health planning by describing the
environment under study in a diagram that summarizes the major
forces affecting health care systems; lists the variables that have
been discovered in the content analysis of the data; establishes
standard definitions for each of those variables; constructs a
diagrammatic representation of the variables by grouping them in
related categories; displays graphic and written descriptions of the
data as observed and interpreted against the backdrop of the Ladder
of Participation Theory; and, finally, presents the results of the
analysis and interpretation of the data according to the procedure
established for the application of the Theory of Field of Forces.
4.2

Life Space of the Health Planning Field
The process of health planning does not take place in a vacuum;

there are powerful forces which influence it.

The analysis of the

literature indicated that among the significant forces which
influence the planning of health care systems the following rank
highest in importance:

Economics, Demographics, Epidemiology,

Politics, Health Policy, and Health Manpower.
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Economics impact health planning in as much as it determines the
financial health of the country and its fiscal resources.
Demographics influence health planning in several forms:

by

changing the total number of people in the population; or by
increasing/decreasing the number of people in one geographical
region through migration; or by fluctuatins in the rate of birth,
mortality and aging per sex and ethnic groups which change the
number of people per region in each age bracket.
Epidemiology affects health planning by influencing the focus of
the health care services to attend the health concerns that local
regional and national politics establish as priorities for the
health policy makers which in turn affects the quantity and quality
of health manpower and health facilities available.
Therefore, the participatory processes and the level of partici¬
pation of the consumer in the planning of health care systems are in
turn affected by those same significant forces that influence health
planning.
The following diagrammatic representation entitled "Life Space
of the Health Planning Field," depicts the life space in which
health planning takes place and attempts to explain the dynamics in
the field of Participatory Health Planning and their relationship to
the parameters by which the appropriateness of health care services
can be judged (see Figure 2).
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4-3

List of the Variables
Using techniques chosen and described in the Methodology

Chapter 3, the investigator, through careful reading of the
materials, distilled a list of variables which have been a viable
consideration of consumer participation in the planning of health
care systems during the implementation of the Health Planning Laws
from 1966 to 1986.
The topics or areas covered in the materials were analyzed for
content and then categorized into five groups that consistently
appeared in the literature:

Governance, Staffing, Membership,

Development, and Outcome.
After further study of the materials, the researcher found
thirty themes or variables in the literature which used similar
labels to describe activities affecting the participation of
consumers.
The investigator chose the labels or terms used more frequently
in the literature to describe the same phenomena or theme and then
organized those references into that particular rubric.

The next

step was to organize those thirty factors into categories of vari¬
ables affecting, as a group, that aspect of consumer participation
in the planning of health care delivery systems.
The delineated standardized categories and subcategories were
listed by the researcher by group and defined individually in Table

.

1
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Table 1.

Variables in the Participatory Model for Health
Systems Planning

CATEGORY

I.D.

CODE

I.

Governance

U1
U2
U3
U4
U5
U6

R.S.
R.O.
N.A.
W.G.
R. A.
G.P.

Representational Standard
Recruitment Outreach
Nomination & Appointments
Work Groups & Committees
Resource Allocation
Grievance Procedures

1
2
3
4
5
6

II.

Staffing

VI
V2
V3
V4
V5
V6

R.D.
S.S.
R.B.
P. A.
C.C.
P.B.

Role Definition
Socioeconomic Status
Representation Background
Participation Attitudes
Constituency Contact
Perceived Benefits

7
8
9
10
11
12

III. Membership

W1
W2
W3
V4
W5
W6

R.D.
S.E.
R.B
P. A.
C.C.
P.B.

Role Definition
Socioeconomic Status
Representation Background
Participation Attitudes
Constituency Contact
Perceived Benefits

13
14
15
16
17
18

IV.

XI
X2
X3
X4

P.T.
L.S.
C.R.
I.C.

19
20
21

X5
X6

I.T.
E.X.

Pre-Service Training
Location & Scheduling
Cost Reimbursement
Information & Consultation Systems
Inservice Training
Ex-Member Involvement

Y1
Y2
Y3
Y4
Y5
Y6

P. A.
D.I.
S.A.
C.M.
H.A.
H.P.

Planning Appropriateness
Decision Implementation
Services Appropriateness
Cost Management
Health Awareness
Health Policy

25
26
27
28
29
30

V.

Development

Outcomes

VARIABLE

NO.

22
23
24
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4-4

Definitions of the Variables

4.4.1 First Category:

Governance

Governance refers to the Health System Agency's government
structure, written policies and actual practices designed to promote
consumer participation in the planning of health care systems.
U1

Representational Standard (R.S.)

The creation of a governance structure in accordance with the
existing laws, regulations and bylaws, which mandates the
structure, content and process for the constitution and operation of
planning groups, membership, period of tenure, and membership
compliance audits.
U2

Recruitment Outreach (R.O.)

Policies and practices that stimulate processes to be followed
in the pursuit of recruiting membership for the planning group.
U3

Nomination and Appointments (N.A.)

Policies and practices which establish the process of nominating
members, advisors, providers and consumers to participate in the
planning process within committees, subcommittees, working groups,
task forces and decision-making groups governing the planning of
health care systems.
U4

Work Groups and Committees (W.G.)

Committees, work groups and task forces which conduct missions
of fact finding, program design, program review, program evaluation,
and recommendations to the decision-making body.
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U5

Resource Allocation (R.A.)

Resources such as adequate space, office equipment, expert
support, and financial resources.
U6

Grievance Procedures (G.P.)

Policies and procedures to process grievances from any of the
players in the planning process.
4.4.2 Second Category:

Staffing

Staffing refers to the Health System Agency's staffing of
health planners and the technical support provided to the consumer
who is a member of the decision-making group advancing health care
systems planning.
VI

Role Definition (R.D.)

Position in the planning group and subgroups, assessment of
position, power, assessment of individual contribution, under¬
standing of the individual staff's role and his/her mandate.
V2

Socioeconomic Status (S.S.)

Level of income, age, sex, educational level, occupational and
ethnic background (as it relates to health planning for various
ethnic segments of the population).
V3

Representational Background (R.B.)

The extent to which the qualified planning staff, in themselves
as a group, represents the profile of the population for whom they
are planning health care systems.
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V4 Participation Attitudes

(P.A.)

Self-described philosophical group, self-described or assessed
attitudes toward planning and participatory health care systems
planning.
V5

Constituency Contact (C.C.)

The amount of time and frequency of contact between the planning
staff and significant members of the health care professions,
providers' associations and leaders of the population for which the
plans are intended.
V6

Perceived Benefits (P.B.)

The relationship of all the planning activity to the individual
staff's career plans and personal priorities as they relate to the
participatory health care system process.
4.4.3 Third Category:

Membership

The actual makeup of the Health Systems Agency's Executive Com¬
mittee, Board of Directors, Committees and Subcommittees with
decision-making power to work out the plans for creating, changing,
or developing health care system components.
W1

Role Definition (R.D.)

Position in the planning group and subgroups, assessment of
position, power, assessment of individual contribution, under¬
standing of role and his/her mandate.
W2

Socioeconomic Status (S.S.)

Level of income, age, sex, educational level, occupational and
ethnic background (as it relates to the health planning for the
diverse cultural segments of the population).
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Representational Background (R.B.)
The extent to which the citizens participating in the activities
of planning health care systems represent the profile of the
population for which the planning is being carried out.
W4

Participation Attitudes (p.a.)

Self-described philosophical group, self-described or assessed
attitudes toward planning and participatory health care systems
planning.
W5

Constituency Contact (C.C.)

The form of membership in their constituency group, form of
contact, frequency of reporting to constituency: and, form of
accountability.
W6

Perceived Benefits (P.B.)

The relationship of all the planning activity to the priorities
of the citizen volunteering as a representative of a community or a
consumer group as he/she relates to his/her standing in the group of
origin.
4.4.4 Fourth Category:

Training and Development

Training and Development refers to the activities designed to
create and maintain a similar level of knowledge base regarding the
facts and issues surrounding the items upon which decisions will be
made by the Health Systems Agency.
XI

Pre-Service Training (P.T.)

Formal and informal orientation and training previous to their
tenure in the planning groups.
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X2

Location and Scheduling (L.S.)

Distance from the location of the planning meetings to the
residence of the representative, and the days and times scheduled
for the planning meetings.
X3

Cost Reimbursement (C.R.)

The extent to which the members of the planning group are
compensated for their expenses incurred in the course of
participating in the planning process.
X4

Information & Consultation (I.C.)

Systems, programs, and activities providing information upon
request by the consumers, such as libraries, repositories, data
bases, computer searches, and magazines with information relevant to
the issues which are up for decision.

Available services of

consultants who can provide expert knowledge upon request.
X5

Inservice Training (I.T.)

Formal and informal training of the citizen as a representative
of a community or consumer group during his/her tenure in the health
planning group; e.g., organized group discussions, workshops,
presentations, etc.
X6

Ex-Member Involvement (E.X.)

Involvement of the former members of the planning body in social
and/or recruitment activities for prospective or new members.
4.4.5 Fifth Category:

Outcomes

Outcomes are the proven or attributed product of participatory
health care systems planning as found in the literature under study.
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Y1

Planning Appropriateness (P.A.)

The compliance of the planning process and content with the
goals established by Congress; and, within the guidelines issued by
the Executive Branch.
Y2

Decisions Implemented (D.I.)

The number and quality of plans approved by the health planning
agency and the extent to which those plans are expected to be
implemented and do, in fact, become part of the programmatic and
operational activity in health care services.
Y3

Services Appropriateness (S.A.)

The appropriateness of health care services as expressed by
periodically updated standards of availability, accessibility,
comprehensiveness, continuity, coordination, utilization of health
care services in the following areas:

curative, preventive,

rehabilitative, environmental, and occupational safety.
Y4

Cost Management (C.M.)

The design, implementation, and success of strategies to contain
and/or curb the spiraling increase in cost of health care services;
and, to make health care delivery systems cost efficient.
Y5

Health Awareness (H.A.)

The extent to which participatory planning increases the
public's understanding of the health issues, promotes health
ideology, improves interest in health education, and impacts on
health behaviors among the general population.
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Y6

Health Policy (h.p

.)

The consideration and publicly accepted balance between
economics, demographics, epidemiology, health policy, health
manpower, and the local, regional, and national political process
regarding health policy as it refers to health systems plannrn, and
particularly as it impacts on the participatory processes.
4.5

Diagram by Group of Variables
In Figure 3, the thirty variables were grouped into five spheres

of influence or categories that comprise the basis for the construc¬
tion of a key-like pictorial representation of their interplay as
they open the way in a progressive manner towards a model for effec¬
tive consumer participation in the planning of health care systems:

VI Rolt IWWwHm

n s.i.s.
W3 Background
W4 Attitudaa ltoward Participation
¥5 Contact with Ccnstituncy
US Benefits

Figure 3.

i

Consumer Participation and Subcategories of Variables in
the Planning of Health Care Delivery Systems
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^•6

Analysis of Driving and Restraining Forces
After classifying chronologically each of the sources of

information and categorizing each entry, the researcher analyzed the
materials under study using the theory of force field analysis.
The materials were divided into three periods as follows:

the

comprehensive health planning period which included the years from
1966 to 1974, the health resources development period encompassing
1975 to 1980, and the health planning funding dwindling period
covering the remaining years.
4.6.1 Analysis - Form #1
Table 1 is the transcript from a form designed by the research¬
er to distill from the text in each document under study the forces
contained in the statements relevant to the goal.

It includes:

period, data number, goal identification, and an entry number for
each relevant statement.

The transcript of each statement is fol¬

lowed by a parenthetical notation which corresponds to force class
as driving (D) or restraining (R); Force Weight as Government (3),
Providers

(2), Consumers

(1); Force Category as I = Governance, II =

Staffing, III = Membership, IV = Development, V = Outcomes; and,
Force Level in accordance with the definition of the eight rungs of
the Theory of Ladder of Participation.
Table 1 belongs to the first period between the years 1966 and
1974, corresponding to the data document No. 001, where Congress
enacted the Comprehensive Health Planning Act, establishing the
first purpose of Health Planning, which was identified as Goal "A"
and stated as follows:
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Congress

(1966)

found that "fulfillment of our national purpose

depends on promoting and assuring the highest level of health
attainable for every person" and legislated to create a national
network of participatory health care delivery systems structured as
the ways and means to develop ".

.

.an effective partnership

involving close intergovernmental collaboration, official and volun¬
tary efforts and participation of individuals and organizations" (P.
L. 89-749).
The factors or forces in that document connected with that goal
were each identified with an entry numeral and its classification
was encoded within a parenthesis, at the end of the transcript of
each statement as follows:

1.

The Government's decision to promote the health of the nation
through a participatory planning approach by creating compre¬
hensive planning for health services, health manpower, and
health facilities to be carried out by a national health care
delivery systems planning network of agencies governed by
boards with consumer and provider representation (classifica¬
tion: force class for driving = D, force weight for govern¬
ment = 3, category group for governance = I, variable number
= 1, level = 5). 5) .

2.

The federal government offered financial grants to all the
states and made "allotments for a federal shares" covering
the entire cost of each state's single health planning agency
and 75% of each areawide health planning agency (D, 3, 1.5,
5).

3.

Congress required
of administration
establishment and
merit basis. .

the states to
. . provide such methods
(including methods relating to the
maintenance of personnel standards on a
(D, 3, II.7, 5).
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4.

Congress authorized the interchange of personnel within
states and protected civil service health benefits and
retirement status of the commissioned staff (D, 3, n 12

5)

5.

Congress (1966) created state health planning agencies and
areawide health care delivery systems to be advised by
councils and required that a majority of the membership of
those councils shall consist of representatives of consumers
of health services (D, 3, III.13, 5).

6*

The consumer might not have the knowledge and expertise
conducive to producing a Health System Plan (R, 3, IV.19, 5).

7.

Congress authorized the Surgeon General to make grants to any
public or non-profit private agency, institution or other
organization to cover all or any part of the cost of projects
for training, study, or demonstrations toward the development
of an improved or more effective comprehensive health
planning system throughout the nation (D, 3, IV.23, 5).

8.

Congress mandated that states' plans for the provision of
health services to be approved must secure maximum
participation of local, regional, or metropolitan agencies
and groups in the provision of such services (D, 3, V.25, 5).

9.

Congress mandated that the areawide health planning agencies
planning for regional, metropolitan or other local areas
should produce health care delivery system plans from time to
time and submit them for the review and approval of the
single State Health Planning Agency; that the state should
produce and review a comprehensive health plan annually; and
that the states shall submit to the Surgeon General a compre¬
hensive health systems plan every year (D, 3, V.26, 5).

10. Congress mandated that health services furnished under the
plan will be in accordance with standards prescribed by
regulations, including standards that speak to the scope and
quality of such services (D, 3, V.26, 5).
11. The health plan might produce: "... interference with
existing patterns of private professional practice of
medicine, dentistry, and related healing arts" (Public Law
89-749, 1966, Section 2, a) (R, 3, V.30, 5).
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Table 2

Scores

Period
Year -

Data
No.

Entry
»

1966

1

1.1

A

D

G = 3

1.1

5

1966

1

1.2

A

D

G = 3

1.5

5

1966

1

1.3

A

D

G = 3

II.7

5

1966

1

1.4

A

D

G = 3

11.12

5

1966

1

1.5

A

D

G = 3

III.13

5

1966

1

1.6

A

R

G = 3

IV.19

5

1966

1

1.7

A

D

G = 3

IV.23

5

1966

1

1.8

A

D

G = 3

V. 25

5

1966

1

1.9

A

D

G = 3

V. 26

5

1966

1

1.10

A

D

G = 3

V. 27

5

1966

1

1.11

A

R

G = 3

V. 30

5

Goal
Id.-

Force
Class-

Force
Weight

Category/
Variable

Force
Level

This format was used with each piece of data under investigation
that formed part of the study's data base.
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4.6.2 Table 3 - Summary Scores
Table 3 shows the series of steps taken to summarize Table 2 in
terms of Driving and Restraining forces regarding participatory
health planning.
Table 3.

PERIOD/YEAR: 66-74
SOURCE:

Summary

DATA No. 001

GOAL

ID.: A

Comprehensive Health Planning ACT (P. L. 89-749 of 1966)
ACCOUNTING AND SUMMARY OF FORCES BY CATEGORY

I.

D:
R:

2
0

II.

D:
R:

2
0

III.

D:
R:

1
0

IV.

D:
R:

1
1

V.

D:
R:

3
1
II

III

IV

TOTAL

Weight

Strength

Drv.

2

2

1

1

3

9

3

27

Res.

0

0

0

1

1

2

3

6

Summary:

Number of Forces studied in the field of the goal from the
above source:

Driving Forces:

9

Weighted Strength Score.

27

Restraining Forces:

2

Weighted Strength Score:

6

This format was used with each piece of data under
investigation that formed part of the study's data base.
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^•6.3 Table 4.

Combined Summaries Scores

Table 4 illustrates the combined computation of all the docu¬
ments studied for the period.

This is a numerical summary of the

data and is the basis for the graphic presentation of the analysis:
Table 4.

I

II

D. . Ik

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

13.
14.
15.
16.
17.

2
0
0
0
0
0
0
3
0

III

Ik Ik

1
0
0
2
6
6
3
12
1
0
3

0
0
0
0
1
4
2
2
1
0
0

1
0
0
0
1
2
0
2
0
0
0

1
0
0
0
0
0
0
0
0
0
0

3
0
0
2
0
4
2
0
1
0
0

1
0
0
0
0
0
5
1
0
0
0

9
1
1
5
7
13
5
18
2
1
3

18

2

12

2

8
0
0
0
0

0
0
2
0
0

0
0
0
0
0

3
0
5
2
0

0
0
0
0
1

40 13 123 51

26

3

1
1
0
1
0
1
0
0
0

85 58

17

4

72 33

13

1
1
0
0
0

14
0
3
0
0

0
0
0
0
0

96 60

TOTAL

Ll Ik

0
0
0
1
0
1
2
3
0
0
0

0
0
4
1
0

7

Ik Ik

2

1

1

IV

Ik

0
0
0
0
0
0
0
1
0
1
0

0

Combined Summaries Scores

1

1
0
2
0

Ik

X

Ik
2
0
0
1
1
5
9
7
1
0
0

Strenath

Ik

Level

Ik

3
2
2
2
2
2
2
3
2
3
2

27
2
2
10
14
26
10
54
4
3
6

6
0
0
2
2
10
18
21
2
0
0

4
4
4
4
5
4
5
5
5
5
5

204 99

3

612

297

5

30
1
14
5
0

3
2
2
2
2

90
2
28
10
0

27
2
0
0
2

5
6
6

900

389

9
1
0
0
1

32 11 319 126

6
6

Combined Summary Scores of the materials investigated for the
period:
Number of forces studied in the field of the goal:
Driving Forces:

319

Weighted Strength Score:

900

Restraining Forces: 136

Weighted Strength Score:

389

Total # of Forces:

Total units of strength: 1,289

455

This format was used to summarize the analyses of all the
materials under investigation which formed part of the data base of
the study for each of the three periods.
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4.6.4 Analyses of the Combined Summaries
The units of strength for group one which correspond to the
category of the governance scored higher for the driving forces in
reference to the restraining forces (96-60), accurately reflecting
the legislative intent, the slowly increasing number of published
regulations, program guidelines and policy statements at the
government level as well as professional reports on the beginning of
implementation of the health planning strategy which included the
consumer as a factor in attaining the goal set by Congress for the
nation.
The strength of the driving forces in relation to restraining
forces for group two which corresponds to the category of agency's
staffing (40 to 13)

is indicative of reports regarding the defini¬

tion of the roles of the health planning staff, their positive
attitudes toward participatory health planning, their contacts with
providers and consumers, and their positive perception of the parti¬
cipation of the consumer in the health planning process.
The strength score of 123 to 51 in the group of consumer
membership in the health planning councils throughout the nation
indicates the initiation of their presence as the governance
regulations were being implemented in the different health planning
agencies in the country as well as the initial positive attitudes
and perceived benefits regarding this approach.
The fourth category which comprises the variables grouped under
training and development shows the most dramatic contrast in the
relationship of driving to restraining forces with the score of 26
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to 3, accurately reflecting a generalized acceptance and the
beginning of implementation of pre-service and in-service training
and the start up of the creation of information and consultation
subsystems.
In the fifth and last category, again, the driving forces out¬
paced the restraining forces indicating by and large the concerns in
the planning process with the standards of availability, accessi¬
bility, comprehensiveness, continuity, coordination, cost, and uti¬
lization of health care services in the following areas:

curative,

preventive, rehabilitative, environmental, occupational health and
safety, social services, nutritional services, health education and
protection, alternative services, child care, health-related com¬
munity improvement and epidemiological approaches or detection.
The proportion of the number of driving and restraining forces
(319 to 136) as well as the total units of weighted strength of 900
for the driving forces to 389 of the restraining forces evidenced a
clear "unfreezing" of the forces of the field moving in the direc¬
tion of the objective and marking a change toward the goal estab¬
lished by Congress.

This reflects the formation and establishment

of a national comprehensive participatory health planning policy
geared to improve the quality and redistribute the quantity of
services that comprise the health care system.
The fact that in this formative period of comprehensive health
planning the researched reports included 70% from the professional
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or provider group and 30% from the government indicates an initial
tolerance towards consumer participation in comprehensive health
planning.
Although there were reports that indicated lack of compliance
with the regulations, or compliance because the regulations were too
vague, the overwhelming score found in the total of 455 entries
studied, as cited in Table 4, shows that most of the programs were
inaugurating or implementing participation of the consumer in an
advisory capacity.

Some of the reports indicated cases and programs

in which the consumers began to have some degree of influence,
though some tokenism was apparent.
The reported result was that health care services in America
were improved mostly in terms of accessibility, availability, and
comprehensiveness.

This was interpreted as an achievement obtained

through Participatory Health Planning in its first period when there
were not many restraining forces opposing consumers in the role of
volunteer advisors or consultants and those forces who existed did
not have much strength.
The above described phenomenon is a parallel reflection of other
human services programs developed on the principle of consumer
participation in planning by the Great Society Programs.
4.6.5

Percentages of Driving and Restraining Forces

The following Figure (Figure 4) represents the numerical count
of the driving and restraining forces in the field during period one
(1966 to 1974) in terms of percentage.

Igg
1966 - 1974

huiu

Period One:
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Figure 4 showed that between 1966 and 1974 the number of driving
forces outpaced the number of restraining forces in each of the five
categories of variables under study.
Again, it is important to remember that, during period one,
consumer participation was a new program which included
representatives only at the advisory level up to the year 1974.
At the advisory level, driving forces doubled restraining forces
with regard to the topics discussed in the literature which formed
part of the variables labeled as Representational Standards,
Recruitment Outreach, Nomination and Appointments, Work Groups and
Committees, Resource Allocation and Grievance Procedures which
comprised Category One.
The percentage bar graph of Table 4 depicts more interest, as
reflected in the higher number and proportion of driving to
restraining forces, in Category Two for Agency Staffing than in
Category Three for Board Membership regarding their Role Definition,
Socioeconomic Status, Representational Background, Participation
Attitudes, Constituency Contact, and Perceived Benefits.
The proportion of nine to one for driving to restraining forces
for Category Four indicates a high degree of agreement regarding the
benefits of Pre-Service Training, Appropriate Location and
Scheduling, Cost Reimbursements to Participants, Information and
Consultation Systems for the Consumer Representatives, Inservice
Training and Ex-member Involvement.
.
■
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The percentages found for driving versus restraining forces in
Category Five indicate that forces for consumer participation were
credited with higher concerns and achievements in the areas of PlanAppropriateness, Decision Implementation, Service Appropriate—
ness. Cost Management, Health Awareness, and Health Policy.
4.7

Consumers on the Governing Bodies of 204 Health Systems
Agencies
By 1980, the national network of two hundred four Health Systems

Agencies was created and developed in compliance with the National
Health Planning Act, the Health Revenue Sharing Amendments, and the
Health Planning and Resources Amendments.
Public Law 93-641 of 1974, Public Law 96-63 of 1975, and Public
Law 96-79 of 1979 inaugurated and further strengthened the second
period of Comprehensive Health Planning in the U.S.A.
Table 5 contains evidence of the growing results of participa¬
tory health planning as expressed by the presence of consumers in
the Nation's network of 204 H.S.A.s.
By 1980, the consumers achieved a majority in the decision¬
making bodies of the health planning agencies, accounting for 52.5%
of all the 8,969 seats on the H.S.A.s' Boards with a mandate to par¬
ticipate as full partners with the representatives of the providers
of health care services.
The internal composition of that group, by and large, fairly
reflected the profile of the U.S. population in 1980 in terms of
sex, age, income, race, and language.
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Table 5.

Consumers on the Governing Bodies of
204 Health Systems
Agencies
U.S.
Popular ion*

Number
T^u Number of Governing Body Members
Number of Consumers
Number of Vacancies
Total Potential Consumer Positions

8,969
4,705
137
4,842

(52.52)
( 1.52)
(54.02)

2,041
2,664

(432)
(572)

(522)
(482)

797
729

(172)
(152)

(292)
(112)

INCOME:
Lass than $10,000
$10,000 - $24,999
$23,000 and over
Data not provided
Income categories changed

693
2,137
1,605
59
211

(152)
(452)
(342)
( IX)
( 52)

(242)
(482)
(292)

RACE:
Black
White
Other - Includes Hispanlcs

695
3,743
267

(152)
(802)
( 52)

(122)
(862)
( 22)

LANGUAGE:
English
Spanish
Other

4,539
133
33

(962)
( 32)
( IX)

(962)
( 22)
( 22)

Selected Characteristics
SEX:
Pamelas
Males
AGE:
18-34
65+

Source: Data were collected from 1980 Health Systems Agencies' appli¬
cations for funding and designation.
*U.S. population figures on sex, age, and race are from, U.S. Depart¬
ment of Commerce, Bureau of the Census, Current Population Reports,
Series P-25, No. 870, January 1980.
**U.S. population figures on Income are from, U.S. Department of Com¬
merce, Bureau of the Census, Current Population Reports, Series P-60,
No. 123, June 1980.
"
***U.S. population figures on language are from U.S. Department of Com¬
merce, bureau of the Census, Current Population Reports, Series P-23,
No. 60, July 1976.
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It took fourteen years of work from the inception of the idea to
the development of a national network with an appropriate supportive
infrastructure.
4.8

It was a momentous accomplishment.

Issues to Which Consumers Addressed Themselves
Table

6

shows the results of a study reported in which an

investigation was conducted at eighteen sites to find the focus of
activity and the issues of most interest among consumer
representatives and board members.
The results illustrate similar findings throughout the
literature and match the expectations regarding areas of interest
relevant to consumers as follows:
Consumer participation, role definition, representativeness,
power held by consumers, need for consumer training, need for better
communication and information, service appropriateness, quality of
care, equity of service, service eligibility, outreach, patient
support services, patient complaints, health services personnel, use
of consumers as aids in the provision of health services, priorities
in the areas of research.
Table

6

indicates a growing interest regarding issues of

personnel, health services and eligibility, consumer role and
consumer power.
4#9

Key Actors and Their Influence on Health Policy
Tables 7 and

8

indicate that, although consumer representatives

were a majority on the health planning boards of the nation, their
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Table 7.

Reputation
for Organizations' Influence on National Health
Policy
RANK
1

American Medical Association

2

Secretary of Health and Human Services

3

Office of Management and Budget
White House

4

5-7
8

American Hospital Association

9-11

*

12

Health Care Financing Administration
AR-CIO

13

*

14.5-25.5
25.5

Assistant Secretary for Health, DHHS

*

28-30

*

31

Association of American Medical Colleges

32

*

33
34

National Governors' Association
Director's Office, NIH

House and Senate committees and subcommittes, broken out by Republicans and
Democrats.
Laumann and Knoke's findings at the national level broadly parallel the

perceptions reported to the Alpha Center.

Table 8.

Influence of Non-Government Actors
Substantial

Medium

Little or None

Hospital Associations
Blue Cross
Medical Society
Nursing Home Association
Commercial Insurers
Business Council

1

1
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influence level in the scenario of national health policy at best
remained as a token of the system.
The findings of the two major researchers, Launmann and Knoke
and the Alpha Center for Health Policy Research and Information,
concurred in their reports indicating that consumers were not even a
factor in their rankings in both Tables.
One phenomenon worth uncovering is the fact that there were
significant increases of federal expenditures in the health care
system over the fifteen years of comprehensive health planning.

The

health care industry's share of the resources of the country rose in
excess of 6% from 1966 to 1982, bringing the health care
expenditures above 10% of the gross national product.
The billions of dollars of increased expenditures in health
services created and developed the health care provider group and
with the growth of their numbers and affluence their influence grew.
Tables 7 and 8 are an indication of the effects of the influx of
money in the influence of direct care providers such as the American
Medical Association or of indirect care providers such as the
American Hospital Association or of health insurers.

The influence

of the health care providers remained above the elected or appointed
officials throughout the land.
Table 9 shows the various key actors in state health policy
development, displaying five levels of influence.

It is significant

that the State Health Coordinating Council (S.H.C.C.) appears last
in the list.

Also, in Table 10, the S.H.C.C. does not appear as
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Table 9.

Key Actors in State Health Planntn, Poiicy Development

STATE EXECUTIVE AGENCIES
a
Governor’s Office
•
Budget Office
•
Super Agency
•
Health Department
•
Medicaid
•
Rate-Setting Commission
•
Insurance Department
state legislature
•
Legislators and Staff
STATE ADVISORY BODIES
•

Commissions, Task Forces

INTEREST GROUPS_
•

Hospital Association

•
•
•
•
•
•

Nursing Home Association
Medical Society
Blue Cross
Commercial Insurers
Business Council/Round Table
Labor Unions

HEALTH PLANNING
•
SHPOA•
SHCC

Table 10.

Influence of State Government Actors

Substantial
Super Agency

$

Health Department

7

Medicaid

$

SHPDA

Medium

. . . Little or None

6

1

2

5

1

5

1

1

2

Legislators, Staff

2

5

5

2

Budget Office

2

4

2

1

5

Governor's Office

2

2

3

4

3

2

2

3

5

I

5

8

SHCC
Insurance Department
Rate-Setting Commission

3

3
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recognized to have substantial influence and it is rated mostly as
having little or no impact on the development of state health
policy.
It is important to remember that the intent of the legislature,
when it created the S.H.C.C.s and mandated a composition with a
majority of consumer representatives, was to give that body a
significant role in the formulation of health care policy and the
shaping of health care delivery systems.
4.10

Funding for Health Planning

Figures 5, 6, and 7 indicate the declining levels of financial
resources allocated to health planning, both at the national and
state levels, in this case the State of Massachusetts.
The demise of funding to health planning has caused the eventual
closing of the majority of the two hundred and four Health System
Agencies.
4.11

By 1986, approximately twenty agencies remained open.
Application of the Theory of Ladder of Participation

The diagrammatic representation in Figure 8 depicts the
information found and evaluated according to the pre-established
methodology for the review of the literature.

It is arranged in an

historical continuum and the developments are presented in a histodiagram that illustrates the levels at which the citizens/coramunity/
consumers have been involved in the planning of their health
services during the life of the Participatory Health Planning
Program.
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($ millions)

Figure 5.

Funding £or Health Planning
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19fl1 - 1986
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Figure 6.

Funding Levels of Massachusetts H.S.A.s

Figure 7.

H.S.A.s' Sources of Funds 1981 and 1986

Figure 8.

LADDER

Ladder Histo-Diagram

HIS TO- DIAGRAM
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Figure 8 depicts the rise of the level of

consumer participation

from an advisory to a controlling role during the first fourteen
years of the program.

After this achievement, the consumer role

fell to a passive participant one, now only receding information
about the planning of health at Level 3 of the Ladder of Participa
tion.
The above process began with an initial increase of the number
and strength of the forces that promoted consumer participation,
followed by a growth of the number and strength of the restraining
forces opposing Participatory Health Planning.
These dynamic events provide a confirmation of the Theory of
Force Field Analysis which postulated that, as driving forces change
from their original level to the new increased level, the dynamics
are characterized by a situation of increased tension.
The addition of the new driving strength, without any reduction
in strength in the restraining mode, produces a higher degree of
aggressiveness, higher emotionality, and lower constructiveness.
As Congress added new forces to Participatory Health Planning
and added strength to the previous components of Comprehensive
Health Planning without any reduction in strength or number of the
opposing forces, it created the conditions for the default of the
program.
The researcher reviewed the reported participation against the
definitions given by the Theory of the Ladder of Participation which
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were the ones applied to the materials studied.

This application

enabled the researcher to develop Figure 8 and to present a bird’s
eye view of the process over a twenty-year period.
This is reflected in Figure 8, where it is depicted as a steady
rise in the number and level of strength of consumer participation
from 1966 to 1980 and then a quick decline toward a regressive
status as the program was defunded.
As the consumer representatives started to press for their
agenda and began to organize their constituencies in an effort to
attain their goals, the process of placation and compromise appeared
more evident in the reports.

CHAPTER

5

SUMMARY AND CONCLUSIONS

5-1

Summary of Participatory Health Planning
In 1966, Congress established the concept of cooperative

planning through a comprehensive strategy in which representatives
of providers, consumers, and community agencies participated within
an areawide demarcation to produce short- and long-term health plans
that were to be progressively integrated into a State Health Plan
and coordinated under the umbrella of a national policy.
Boards representing local consumers, providers, and governments,
reflecting the area population, planned construction of facilities,
manpower development, health services and elimination of unneeded
duplication in facilities and medical equipment.
Some communities had effective agencies while, in others, the
programs never existed or lacked the funding.

The inconsistency was

due in part to the stipulation that comprehensive health planning
agencies would do little to change the health system, because the
consumer participants comprised only one third of the board, and
they served only as advisors.
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This finding is consistent with the results of the classifica¬
tion and analyses of the literature studied for that period which
indicates operational reports at Level Four of the Theory of the
Ladder of Participation which stipulates that if consultation is not
combined with other modes of participation, it offers no assurance
that citizen concerns and ideas will be taken into account.

Parti¬

cipation, then, remains just a window-dressing ritual with people
primarily perceived as statistical abstractions.
However, what was significant for that period was the creation
of the participatory comprehensive health planning program in and of
itself.

This was the initiation of a new driving force in the life

space of health planning.

There were restraining forces produced by

the providers, but their number and strength were not enough to
alter the direction of the sum total of the strength of the forces
generated by the federal government.
Congress again in 1974 increased the strength of the forces in
the field of health planning by adding structure and significant
resources in the Health Planning and Resources Development Act
signed on January 1975 into the Public Law 93-641.
In the following years, a significant number of restraining
forces were produced by groups and associations of health care
providers against regulations and the control required by the
planning effort.
In the period between 1970 and 1977, one out of every seven jobs
in the nation was created in the health industry.

The number of
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people employed in the health care industry increased by 50 percent
to 6.3 million.
Private health insurance and government programs increased
during that period.

At the same time, health care cost continued to

rise along with evidence that new technology was over-used and
poorly distributed; services and personnel often duplicated each
other; there was continued disparity in health status of various
population subgroups; in some places and regions, there was
disparity of availability and accessibility.
In 1979, the Democratic Congress received reports projecting

$200 billion in expenditures in health care for 1980 and $748
billion for 1990.

The legislators attempted to "refreeze" the field

of forces through the passage of the Health Planning and Resources
Development Amendments which revised the participatory planning
program giving firmer control to the consumer and extending funding
and legislation for three years until September 30, 1982.
The research shows an increase in the strength of the forces
driving the control by the consumer of the health planning apparatus
through a national network of 204 health systems agencies.

Congress

put into the communities the ability to plan health facilities,
manpower, and services, and to rationalize the health care system.
Participatory Planning was assumed to contribute to the
containment of costs, and the improvement of the quality and the
equity of services.

Participation of the consumer in the design of

the health care services at the delivery level was assumed to
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contribute to the. improvement of accountability and responszveness
and to influence types, amounts, and the cost of delivery services.
Equally, the study shows a significant increase in number and
degree of restraining forces which were characterized by
aggressiveness, higher emotionality, and lower constructiveness.
That research finding is consistent with the postulates for the
dynamics of change in the Force Field Theory, which specifies that
change from the original level to the new one accomplished by the
increased magnitude of the forces or the addition of the new driving
strength, without any reduction in strength in the restraining mode,
produces a situation of augmented tension.
The field of the forces in the life space of participatory
health planning experienced a significant increase in the number and
strength of the restraining forces.

Most notable among the govern¬

mental forces were those provided in the Executive Branch by the
President and in the Legislative Branch by the Republican leader¬
ship.

Among other restraining forces of significant magnitude were

the policies and actions produced by the associations of
professional health care providers.
The dynamics of the field reflected the political and economic
change of the country resulting in a policy of sharp decrease and
eventual termination of federal support to Participatory Health
Planning and subsequent closing of over 90% of the health systems
agencies.

The majority of the states retained some form of state

health planning agency, but most of them dismantled their consumer
controlled State Health Coordinating Council.
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The research shows that the majority of the surviving local
planning bodies are in the northeastern states, where the concept of
community-based planning was born and where some of them enjoy local
and state financial support.

Additionally, some receive private

donations for target programs, membership dues, receipts from sale
of health data and consulting services and grants and contracts.
The remaining local participatory planning agencies have, by and
large, discontinued their regulatory activities and now the report
shows them providing training and development, which was the
category of variables with lower numbers of restraining forces and
with the lowest strengths according to the study.
The study of the content of the materials gave the researcher
enough knowledge to devote the following section to the construction
of hypotheses for each of the variables studied.
5.2

Recommendations Regarding the Variables Under Study

5.2.1

Category I.

Governance

When one of the desired outcomes is to promote participation of
the consumers in health planning, the knowledge acquired in this
study could be applied.

It is indicated that an optimum vehicle for

that purpose is the existence of an organization with a government
structure which would keep in mind the following findings:
U1

Representational Standard (R.S.jfl)

The level of representation by the consumer in decision-making
groups is expected to be significantly correlated to the existence
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and enforcement of statutes and legislative intent, published regu¬
lations, program guidelines, and policy statements which determine
the representation of the population and the mechanisms used to
operationalize agency mandates such as organizational bylaws,
regulations, rules, membership, periods of tenure, and audits to
ensure compliance with those mechanisms.
U2

Recruitment Outreach (R.O.#2)

The level of representation by the consumer is expected to be
significantly related to the existence of affirmative operational
policies and aggressive administrative programs and processes
followed consistently in the pursuit of identifying, availing,
informing, introducing, nomination, and installing individual
members into the planning group.
In the initial period of the participatory planning, compliance
with the representational standards will increase when monitored by
overseeing mechanisms.

Promoting strategies will yield better

results than the enforcement type because of the number and
magnitude of the forces in the field.
U3

Nomination and Appointments (N.A.#3)

The existence of rules and procedures that establish the
nomination and assignment of members, advisors, providers, and
consumers to participate in the planning process within task forces,
committees, working subgroups and decision-making groups governing
the planning of health care services in such a manner that the total
membership of the governing body is representative of the profile of
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the population for which the planning is gorng to be nade, win have
a direct correlation to the actual effectiveness of the planning
body in obtaining acceptance and implementation of the plans
produced.
U4

Work Groups and Committees (W.G.#4)

Task forces, work groups, and committees which conduct missions
of fact finding, program design, program review, program evaluation,
and recommendations to the decision-making body, which include
members of the decision-making body as well as experts and other
knowledgeable persons, will report a higher degree of success in the
task, its acceptance by the decision-making body and by the
population for which the program is intended.
U5

Resource Allocation (R.A.#5)

Citizens/Communities/Consumers' participation will be attained
and longitudinally maintained to the extend that adequate resources
are allocated to facilitate the health planning operation and to
defray the expenses incurred by the volunteers in the process of
participating in the activities required to accomplish their tasks
and to the extent to which local, state, and national financial
support is provided.
U6

Grievance Procedure (G.P.#6)

The plans will be viewed as appropriate and eventually evaluated
as successful to the extent that multi-level policies establish fair
and equitable procedures to process concerns and grievances from
participants and/or subjects of participatory health planning.
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5*2.2

Category II.

Agency's Staff

The staff of the agency is reported in the literature as having
significant influence in the output of the consumers participating
in the planning process.

Therefore, it is recommended that the

following parameters be taken into consideration regarding staffing
Of agencies implementing participatory health planning.
VI

Role Definition (R.D.#7)

The higher the degree of clarity of the individual staff's role
and its mandate, and the higher the perception of importance and
power of the role in relationship to the task to be accomplished,
the higher the level of effective staff participation.
V2

Socioeconomic Status (S.S.#*)

The closer the socioeconomic status profile of planning staff to
the socioeconomic status profile of the Board members, the higher
the indicator of effective and efficient participatory activities in
the decision-making process of the Board.
V3

Representational Background (R.B.#9)

The more closely an agency's decision-making staff represents
the background of the profile of the population to be served by the
plans, the higher the correlation to an appropriate level of
consumer representation in decision-making groups drawing membership
from the general population.

The lower the number of confrontations

in the planning process, the higher the effectiveness of the process
used to arrive at decisions and the higher the level of satisfaction
among consumers with the decisions produced.
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V4

Participation Attitudes (P.A.aim

The levels of positive or negative attitudes towards partici¬
patory health planning among the staff will be positively correlated
with the effectiveness of the decision-making process and actively
correlated with its efficiency.
V5

Constituency Contact (C.C.#Tn

The greater the duration and frequency of contacts by the
planning staff with significant members of professional and provider
groups and leaders of the population for which the plans are
intended (including the representatives in the planning bodies), the
fewer the number of conflicts in the planning process.
V6

Perceived Benefits (P.B.#12)

The more related the planning activities to the individual
staff's career plans, and the more positively related the
participatory planning to the staff's task, the higher the level of
effective participation.
5.2.3

Category III.

Board Membership

The study appears to indicate that it is not enough to create an
agency of network of planning agencies; to successfully recruit
consumers willing to volunteer as planners in well-integrated work
groups; to allocate appropriate resources which sustain the cost of
planning; to design an open process that encourages participation
and feedback; and to provide them with appropriate staffing.
appears that it is also necessary to factor in the following
considerations regarding the representatives of the consumers:

It
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W1

Role Definition (R.D.#13)

The higher the degree of clarity of the individual member’s role
and its mandate, and the higher the perception of importance and
power of the role and task to he accomplished, the higher the level
of effective participation by the volunteer-planner.
v2

Socioeconomic Status (S.S.#14)

It is expected that the more similar the levels of socioeconomic
status among the representatives are to the profiles of the
population for whom they plan, the higher the appropriateness of the
health services planned.
W3

Representational Background (R.B.#15)

The closer the background of the representatives to the profile
of the population to be served, the more appropriate the health
plans to that population and the higher the satisfaction level among
consumers with the planning decisions produced and with the health
care services implemented.
W4

Participation Attitudes (P.A.#16)

It is expected that levels of positive or negative attitudes
towards the participatory processes among the citizens/community/
consumer groups or corporate consumer as well as among the
associations of health care services providers will be correlated
with participation effectiveness and efficiency of their
representatives.

134

w5

Constituency Contact (C.C.*171

Individual membership and power in the group which the planning
participant represents are expected to correlate with the duration
and frequency of contacts with that group, and with the representa¬
tive's accountability to that group.
W6

Perceived Benefits (P.B.#18)

The more related the planning activities are to the personal
priorities of the individual representative as well as the
priorities of the constituency of origin, the higher the
effectiveness and efficacy of his/her representation and planning
activities.
5.2.4

Training and Development

A seemingly critical category over which there was a significant
level of agreement was development.

The literature reported that

voices from the government, the providers, and the consumers were,
by and large, in consensus over the following factors which are
recommended to form part of a developmental strategy for
participatory health planning:
XI

Pre-Service Training (P.T.#19)

A positive correlation will be found between the existence and
implementation of appropriate training during pre-membership and
initiation process, and the maintaining of participation in the
planning activities and the effectiveness and efficacy of those who
will participate.

1
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X2

Location and Scheduling (L.S.#20)

The closer the meeting location to the residence of the
representatives and the more consideration given to the volunteer's
available/preferred times for scheduling of meetings, the more
interest in participating and the better the attendance.
x3

Cost Reimbursement (C.R.I21)

Consumer participation will be maintained and attain efficacy
and effectiveness to the extent that appropriate facilitation
mechanisms are secured such as compensation for cost involved in
participation; e.g., transportation, baby-sitters, time off or leave
of absence from regular work or activities, etc., in order to attend
and/or prepare for meetings and training.
X4

Information and Consulting (I.C.#22)

The availability, on a consistent and reliable basis, of
subscriptions to magazines, attendance at conferences, access to
computer searches, repositories and libraries with information
related to the issues of the planning content will enhance the
quality and quantity of participation by the volunteer citizen
representing the community or consumer group.

This variable

increases its impact when provided by the planning agency directly
in conjunction with coaching services geared to increase the
familiarity and usage of the information system.
Making available to consumer and provider alike the services of
consultants who can furnish expert knowledge to investigate, inform,
clarify, or advise will decrease the number and/or magnitude of the
strength of the restraining forces to participatory health planning.
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X5

In-Service Training (I.T-&;m

The existence of appropriate in-service training that signifi¬
cantly helps to simplify and understand the parts and the whole of
the planning activity and the issues to be considered, is expected
to correlate with the representative's effectiveness, efficacy, and
efficiency.
X6

Ex-member Involvement (E.X.#24)

It is expected that involvement of former members of the
planning group in the recruitment activities for prospective members
or social activities for the new members, will enhance and maintain
consumer participation in the health planning activities.
5.2.5

Category V.

Outcomes

The output of participation health planning needs to be
documented in order to establish its degree of effectiveness in
those areas for which it is designed as well as in other areas.
Once it has been provided for, the appropriate organizational
structure, staffing, recruitment, retention and development of
volunteers/representatives and professional health planners, it is
recommended that the following parameters be used to measure
participatory health planning:
Y1

Planning Appropriateness (P.A.#25)

The participatory planning based on the premise of reducing
confrontation and diminishing the strength and/or number of
restraining forces will increase the ratio of health plans that are
part of health administrators’ programming which become operational
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health care services.

The implementation of these plans produced

throughout the participatory process will correlate with availa¬
bility, geographical and financial accessibility, comprehensiveness,
continuity, coordination, and utilization of health care services in
the following areas:

curative, preventive, rehabilitative, environ¬

mental, and occupational safety.
Y2

Decisions Implemented (D.I.#26)

Participatory planning is expressed in the decisions regarding
its evaluative, regulatory or planning functions (Certificate Of
Need - CON - Appropriateness Reviews, Section 1122 and existing
services, Reviews of Proposed Uses of Federal Health Funds).

The

quantity and quality of those decisions as measured by their
observance to the above recommendations will increase the number of
plans that become part of the programmatic design and operational
activity in health care services in proportion to the quantity and
quality of consultation and training furnished to providers and
consumers alike and to the extent that such decisions include
reasonable lead time for public comments before they become part of
the long- and short-term health plans.
Y3

Services Appropriateness (S.A.#27)

Participatory planning will increase the ability of health
planning to contribute to the development of popular support for the
health programs planned; increase the level of acceptance for their
cost; and contribute to the increased availability, comprehensive¬
ness, continuity, coordination, geographical and financial
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accessibility, and utilization and optimum cost of health care
services in the following areas:

curative, preventive, rehabili-

tative, environmental, and occupational safety.
Y4

Cost Management (C.M.#28)

Participatory planning will increase the number and quality of
the designs, implementation and successful evaluation of strategies
to contain the spiraling increase in cost of health care services in
direct correlation to policies that combine regulation and market
incentives as opposed to policies that emphasize only one of the
above two strategies.
Y5

Health Awareness (H.A.#29)

Participatory planning will improve the awareness of health
issues, and increase the interest in health education and the
practice of healthy behaviors among the populations represented and
participating in the health planning process and marginally among
the population at large.
Y6

Health Policy (H.P.#30)

The national, state, and local fluctuations of ideology
regarding business versus consumer will have profound effects on the
existence of participatory health planning, particularly as those
fluctuations impact funding.

In turn, the political dynamics of

participatory health planning will influence the political appraisal
of this approach and the allocation of resources to support it.
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5-2'6

Recommendations for Application of the T,jst of ya,-i

„„

One application o£ the list of variables presented in Table 1 on
page 92, along with the recommendations described above, could be as
a check list for agencies implementing participatory models for
health planning.
This list of variables and recommendations could be organized
into a matrix of factors or forces classified as inputs, process and
outputs which could be measured and compared for correlation.

Their

weight and relative strength may vary depending on the local and
regional realities of each agency and/or planning effort.
Sophisticated mathematical and statistical models could be used
to analyze the dynamics of the field and pinpoint the amount of
significance each of the thirty variables has to the strength of the
driving and restraining forces at each of the eight rungs of the
levels of the Ladder of Participation.
5.3

Summary of the Analyses of Participatory Processes
The review of the literature shows the following effective

strategies towards consumer participation in participatory planning
for health care delivery systems:

methods to assure broad

representation, subarea councils, committees, and task forces, staff
technical assistance and consultation, public education, consumer
orientation and training, public access to information, public
information programs, public consultation programs, consumer boards,
member caucuses, the formation of community organizations, the
building of consumer constituency support.
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The following were the consumer participation objectives:
fulfrll federal mandate, cut costs, improve quality of services,
improve communications, develop constituencies, activate citizens,
provide information, change health policy, open up the political
process, redistribute power, form consumer organizations, involve
low-income and minority citizens, comment on agency plans, reduce
conflict.
The most significant factors affecting participation were
summarized as follows:

agency organizational structure; subarea

councils, committee and task forces; board elections; health system
agency executive director; staff support and skills; community
history; public attitudes; provider orientation; quality of consumer
board members and leadership; board training; participation of
community organizations and community leaders.
The material studied identified the following obstacles to
participation:

inadequate staff skills and commitment to the poor,

executive directors' lack of commitment, consumers deferring to
providers, consumers not well organized, board members lacking time
and expertise, federal government providing little or no assistance,
community values opposing participation, agency's inappropriate
organizational structure, insufficient agency resources.
Health planning and the strategies for involving the consumer
through a comprehensive approach via a national network of agencies
did not exist in a vacuum; they were part of a system in which there
is a field of powerful forces with a history, dynamics, and future
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of their own, yet interacting among themselves and with other
external systems.
One characteristic of the internal process is the growth of the
health care industry to the size of ten percent of the gross
national product, competing for the financial pie with other
powerful interests such as the industrial military complex.
Participatory health planning may not be a catalyst for
significant change in the system itself, but may end up being a
system preserver and enlarger.

It so, it will enhance the magnitude

of the health industry competing with other industries in a national
society transforming itself toward a leader in an information-based
global society.
Consumer participation in health planning may be functioning as
a strategy to justify the activities of planners, bureaucrats,
corporate reformers, and medical empire builders in serving the
health care system elite and the social elite.

At the same time, it

can be viewed as a field of forces at interplay in a process of
change acting for their existence, rearranging their strengths and
direction in a quasi-stationary situation.
If so, we can view the last twenty years of experience as an
increment in the ideology of consumer participation and a furthering
of the democratic philosophy that as a significant driving force
will continue to express itself in multiple forms which will main¬
tain opportunities for those who believe in increasing the strength
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Of driving forces of the participatory mechanises; as well as for
those who want to reduce the strength of the driving forces of concentration of power mechanisms.
Phrased in teres of one of the theories used for this study, the
forces in the field are not stationary.

They continually search for

a new quasi-stationary balance and the new behavior exists at its
present level rather than at another level because the sum of the
strengths of the restraining forces are equal to the sum of the
strengths of the driving forces.
In summary, this has been one more battle in the dynamics of
the war between democracy and autocracy striving for efficiency.
5-4

Future Implications and Closing Thoughts
Effective consumer representation in groups that perform,

design, plan, make policy decisions, operate, and evaluate services
is a process of empowerment of the larger segments of society, and a
process of establishing control over those who now control these
services for the benefit of all.
Longitudinal efficiency as well as democratic philosophy are the
roots of the progression of these driving forces toward the shaping
of new forms of the family of mankind.
When it is assumed that the people have the right and the wisdom
to provide input into the content and processes of the institutions
which govern their lives, every human being is empowered by the
right and responsibility of his/her destiny, whether individual or
collective.
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This is . paradigm that has energized over four thousand genera¬
tions of Homo sapiens.

The label may be different depending on the

time and place, e.g., revolution, democracy, quality circles, etc.
The results appear to be the common denominator:

heightened

levels of energy whose outcomes are creativity, heightened regard
for self and others, increased knowledge, larger quantities and
better quality of products of the activity, lower expenditure per
unit.
This conception is based on a positive idea of humankind; it
requires a firm belief in our fellow human beings, the vision of a
better future, the patience to labor for the long run and the wisdom
necessary to accept the shortcomings and understand the failures and
inefficiencies as the natural learning part of the process though
which all new learners need to go.
The risk is some degree of chaos, the probability is that new
leaders will arise from that knowledge to provide guidance toward
the next step.
The alternative is to hand over the opportunity for individual
anc collective growth to small groups of specialists or profes¬
sionals who, no matter how capable and well intentioned, do not have
in themselves the collective wisdom of the total societal group.
When autocracy is successful, the larger community may benefit
but the small group of knowledgeable people operating the system are
benefited most.

When democracy is successful, it may take a longer

time; however, everybody benefits, by and large, in proportion to
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their efforts for learning and participating.

Training and

Development appears to be the most accepted and critical variable
relevant to a successful outcome.
This researcher concurs with Alexander Hamilton's statement
that, "Man's capacity for reason and justice make democratic
government possible, just as his capacity for passion and injustice
makes it necessary"; or the first three words of the United States'
Constitution Preamble, which summarize this philosophy well: "We,
the people.

.

."
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